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The most important factor in the development of a 
Nation is 


THE BIRTH AND REARING 
OF CHILDREN 


No food is more important during the first year of life than 
BREAST MILK. 


The best substitute for Breast Milk is Fresh Cow’s Milk. 


WER AAR AERA EE 


Every baby, whether bottle-fed or breast-fed, should be under 
the supervision of a physician. 


Y 


Many physicians have learned: 


WEEE 


CEREALS 


The value of Mead’s Dextri-Maltose in the Modification 
of Cow’s Milk. 


The value of Mead’s Casec in Fermentative Diarrheas. 


The value of Mead’s Cod Liver Oil to protect the infant 
from rickets. 


The value of MEAD’S POLICY. 


THE MEAD JOHNSON POLICY—Mead’s Infant Diet Materiuls are 
advertised only to physicians. No feedi 

trade packages. 

mother by written instructions from h 7 

feedings from time to time to meet the nutritional requirements of 
the growing infant. Literature furnished only to physicians. 


MEAD JOHNSON & COMPANY 


London Address: 40-42 Lexinuton Street B ‘4 Canadian Address: 163 Dufferin Street 
London, W. I. = Is, Toronto, On 
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ORIGINAL ARTICLES 


RESPONSIBILITY FOR STATEMENTS AND CONCLUSIONS IN 
ORIGINAL ARTICLES 


The author of an article appearing in the Caui- 
FORNIA AND WESTERN MEDICINE is entirely responsi- 
ble for all statements and conclusions. These may 
or may not be in harmony with the views of the 
editorial staff. Furthermore, authors are largely re- 
.Sponsible for the language and method of presenting 
their subjects. All manuscripts will be carefully 
read, but editorial privileges will be exercised only 
to a very limited extent, It is believed that the 
manner of presentation of any subject by any author 
determines to no small degree the value of his con- 
clusions. Therefore, both the author and the reader, 
im our opinion, are entitled to have the subject as 
presented by the author as little disturbed as pos- 
sible by the editors. However, the right to reduce 
or reject any article is always reserved. 


FRACTURES OF THE SPINAL COLUMN * 
A REPORT OF FIFTY-FWO CASES 
By E. W. CLEARY, M.D., San Francisco 


Neither the incidence of fractures of the spinal 
column nor the difficulties of diagnosis are suffi- 
ciently appreciated. The pertinence of this state- 
ment is justified by a study of the fifty-two cases 
which forms the basis of this paper. Twenty-six, or 
50 per cent of them came undiagnosed to the ortho- 
pedic surgeon, after intervals ranging from five 
weeks to fifteen years from the date of fracture. 
Five of the twenty-six undiagnosed lesions were 
from one to fifteen years old. The average age of 
the injury in the remaining twenty-one was three 
and one-half months. Fourteen of the undiagnosed 
fractures were in the region recognized as most sus- 
ceptible to fracture, namely, the lower dorsal and 
upper lumbar region. Three were fractures of the 
twelfth dorsal, eight were of the first lumbar, two 
were of the sixth cervical vertebra. 


Reference to the tables show that twenty-five out 
of fifty-two fractures were the result of falls from 
a height ranging from six to seventy feet. Rela- 
tively short falls were responsible for some of the 
severe fractures. Eighteen injuries were caused by 
heavy masses falling upon the patient and crushing 
him forward. Several of these resulted in so-called 
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“Sack-knifing” of the patient, that is to say, forcing 
the spine into such acute flexion as to cause it to 
buckle. Four patients were struck upon the shoulders 
or upper part of the back by heavy objects in such a 
way that the impact, rather than the weight of the 
mass, caused the injury. In four instances, low lum- 
bar fractures were associated with heavy lifting and 
twisting strains. 

Four patients gave clear histories of previous in- 
juries, at least three of which were old undiagnosed 
fractures, more or less completely recovered from, 
and discovered when a recent more trivial injury 
attracted attention to the region of previous fracture. 


DIAGNOSIS 


Most missed diagnoses may be credited to one or 
more of the following causes: 


1. An erroneous conception that every broken 
neck or -broken back presents symptoms and physi- 
cal signs so unmistakable as to practically diagnose 
itself. 

2. Inadequate x-ray examination. 

3. Concentration of attention upon some more 
apparent complicating lesion. 

Failure to get a clear history of the nature 
and violence of the force or forces which the acci- 
dent brought to bear upon the patient’s spine. 

5. Failure to make a thorough physical examina- 
tion. 


Many non-medical members of the public believe 
that a broken neck or a broken back means either 
instant death or, at least, paralysis. Careless physi- 
cal examination lends support to this popular fal- 
lacy. 

In my series of patients, less than 30 per cent 
were correctly diagnosed early. 


A clear history of the circumstances attending 
the injury is first aid to a correct diagnosis. Falls 
from a height and crushing into forward flexion by 
impact of force upon the head, neck or shoulders 
are so frequently the cause of compression fractures 
of the vertebral bodies that it is wise, with such a 
history, to assume that a fracture has occurred until 
or unless such a lesion has been ruled out by physi- 
cal and roentgen ray examination. 

Compression fractures rarely, if ever, occur as 
the result of lifting strains. A history of a previous 
fall or a crushing injury, with a resulting fracture, 
which may not have been diagnosed at the time, will 
explain many of the vertebral distortions noted after 
sudden disability from lifting strains. The lifting 
strain, then, has simply broken up, in greater or 
lesser degree, the repair after the old fracture. Pos- 
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sible previous injury is one essential reason for tak- 
ing a complete history. 

Thorough examination would reduce the large 
number of undiagnosed spine fractures to a rela- 
tively insignificant minimum. In examining an in- 
jured patient who has no paralysis or obvious de- 
formity, the physician should ascertain whether or 
not the patient can use his back normally. If he is 
able to stand, he should be examined stripped and 
standing. Deformities, limitations in motion, muscle 
spasm, and discolorations of the skin are all more 
easily noted in the standing position. If, without 
other conspicuous reason, the patient is unable to 
stand, this fact, in itself, should arouse a strong sus- 
picion of possible spine fracture. Guarded motions 
of the body as a whole and rigidity of the injured 
and adjacent segments are characteristic of spinal 
fractures. Marked limitation in range of motion of 


the injured region of the spine is the rulé in recent 
fractures. ; 


If, as is rarely the case, the patient manifests no 
marked disability to ordinary movements, the at- 
tempt to lift even a relatively small weight with 
the arms, will, invariably, disclose the disability and 
result in localized pain and muscle spasm in the 
area of the lesion if it is below the seventh cervical, 
frequently even in the cervical segments. Down- 
ward pressure upon the head or a very light tap 
upon the head with the palm of the hand almost 
always causes severe pain in cervical fractures. 

Manual examination frequently reveals a board- 
like spasm of the erector spinae muscles. Sometimes, 
however, the spasm is so slight that the vertebral 
spines may be palpated and even an abnormal mo- 
bility of the spine, at the level of injury, detected. 
Manipulation usually causes pain and muscle spasm 
sufficient to push the palpating fingers off the tips 
of the spines. 

Failure to get a positive response from these tests 
must not be accepted as conclusive evidence that no 
fracture exists. In one instance, a relatively severe 
lower dorsal fracture, complicated by a fractured 
extremity which compelled recumbency, was almost 
overlooked because there was no marked muscle 
spasm and no tenderness manifest on light palpation 
or percussion. 

In Case No. 48, recumbency was necessitated on 
account of paralysis of the left lower extremity, and 
the history indicated spinal fracture, yet muscle 
spasm was not at all marked and no tenderness was 
manifested by light palpation or percussion. A rela- 
tively light tap with the closed hand, over the sole 
of the heel of the extended leg, caused sharp pain 
at the point of fracture and immediate marked 
muscle spasm. Local pain and muscle spasm were 
also elicited by a light blow with the closed fist 
over the suspected area. 

Where there is good reason to suspect a spinal 
fracture, I no longer consider clinical examination 
negative after less vigorous tests until I have gotten 
negative results from a definite blow upon the heel 
of the extended leg or with the closed hand upon 
the back over the suspected area. Please note that 
I do not recommend these tests or employ them 
except where less strenuous tests have been negative. 
Reliance upon the negative evidence of inade- 
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quate x-rays has been responsible for many missed 
diagnoses. Anything less than clear stereo, antero- 
posterior negatives and a single lateral, centered on 
every suspected area is an inadequate x-ray exami- 
nation upon which to make a negative diagnosis. 


While taking a history, and considering x-ray evi- 
dence, the possibility of a previous fracture should 
always be in mind. Patient No. 33 denied any 
possibility of a previous injury. Excellent x-ray 
negatives, however, gave unquestionable evidence of 
a fracture older than his recent injury. Confronted 
with this fact, he admitted a fall from a height 
twelve years previous to his recent injury, and ad- 
mitted two years of total disability as the result of 
spinal fracture at that time. In another instance, 
the recent accident had not been characterized by a 
sufficient degree of violence to account for the severe 
compression fracture present. I asked the patient, 
“When were you hurt the first time?” He then 
confessed a severe injury over a year antedating the 
recent accident. The first injury, and not the sec- 
ond, was the cause of the fracture. 


TREATMENT 


Rest, in the recumbent position, the first essential 
in treatment of a fractured spine, is usually en- 
forced by necessity, whether the diagnosis has been 
made or not. Unfortunately, rest in bed is not, as 
a rule, all the treatment required and even rest and 
recumbency are likely to be terminated too soon. 


Occasionally, as in patient No. 42, a remarkable 
degree of recovery takes place, after apparently 
severe spinal fracture, where no other treatment 
than rest in bed, over a few weeks, is given. This 
is exceptional. There was no evidence, either clini- 
cal or roentgenographic, that any considerable callus 
developed. Recovery apparently resulted through 
adaptation of the adjacent structures to the abnor- 
mal ‘positions and stresses occasioned by change in 
shape of the compressed vertebral body, without 
fusion of any articulations, either intervertebral or 
zygapophysial. Such recovery, without fusion of 
the injured to adjacent segments, is rare except in 
the cervical spine, where fusion is the exception. 


Secure and early fusion of the injured segment 
or segments to the immediately adjacent segments 
above and below is the result to be sought after the 
average severe vertebral fracture. 


Rest in a favorable position, with immobilization 
sufficiently complete and prolonged to facilitate 
early and perfect fusion, is essential. This holds 
good whether fusion is expected by callus from the 
trauma or by fusion operation. 


Head traction, special fracture beds, collars, 
splints, plaster-shells, jackets, and various other de- 
vices are used to secure immobilization of injured 
spines. The particular device used depends largely 
upon the choice of the surgeon: In most cervical 
fractures, I prefer a plaster paris dressing, includ- 
ing the shoulders and coming high enough on the 
sides and back of the head to secure perfect immo- 
bilization. To completely enclose the head in plas- 
ter, leaving only an aperture for the face, adds un- 
necessarily to the patient’s discomfort. After the 
first four to six weeks, the plaster may be replaced 
by the Thomas leather collar. An initial period of 
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traction from the Sayre head-sling is necessary in 
some severe cervical fractures. 


Eight to twelve weeks is the shortest time which 
any fracture of the spine should be kept immobil- 
ized. After this interval, the need for and degree 
of further immobilization must be determined by 
the reactions of the individual patient. Return of 
definite local pain and muscle spasm shortly after 
removal of immobilizing appliance, indicates the 
need for further prolonging the period of fixation. 

If a case of severe fracture is not a good surgical 
risk, or, for other good reason, the plan is to immo- 
bilize until fusion occurs without operation, then 
six to eight months of brace-wearing is usually 
necessary to secure a reasonably strong fusion. It is 
often eighteen months or two years before the pa- 
tient is able to work. As a rule, the convalescence 
in this type of patient can be shortened a year or 
more and a better final result secured by a good 
fusion operation. The purpose of fusion operation 
is to accomplish, with rapidity and precision, fixa- 
tion of the injured segment or segments to the con- 
tiguous segments above and below. A _ thorough 
fusion operation, after Hibbs’ method, enormously 
increases the tendency for the laying down of a bony 
bridge over the area where that bridge will make 
for the greatest strength and, at the same time, be 
least likely to encroach upon nerve roots. 


Albee’s operation, to secure fusion by inserting a 


tibial graft between the halves of the split spinous - 


processes of the segments to be bridged, has the ad- 
vantage of being a relatively quick and simple pro- 
cedure, but in my opinion it does not, in the aver- 
age case, give the assurance of a strong fusion 
afforded by the Hibbs operation. 

In the Albee operation, two factors only operate 
to complete fusion, (1) the tibial graft making con- 
tact with three or more spinous process, (2) the 
outpouring of callus about the bodies of the verte- 
brae as the result of injury. 


(B) 


CALIFORNIA AND WESTERN MEDICINE 


193 


In the Hibbs operation, stripping of the carti- 
lages from the zygapophysial articulating surfaces 
is a very important factor. This operation, in fact, 
makes for a strong fusion by establishing six differ- 
ent lines of bony contact, which may be summed up 
as follows: 

Arthrodesis of the two series of zygapo- 
physial articulations 

Overlapping series of laminal shavings 
on either side 

Central bridge of spinous processes 

Contact of denuded bony surfaces with 
overlying periosteal tube 

Tendency to formation of callus as the 
result of injury (present whether or 
not operation is done) 


Specimens, secured by Hibbs in several instances 
where death has occurred subsequent to convales- 
cence after his operation, show an uninterrupted 
bony bridge extending practically from the zygapo- 
physial articulations on one side to those upon 
the other. 

Altnough I favor the Hibbs operation in the 
average case, in lumbar fractures and in patients 
where a preceding laminectomy had to be done, I 
have several times used a procedure which might be 
termed a modified Albee. In this operation, after 
splitting the spinous processes of the injured seg- 
ment and the two contiguous segments, I drive the 
chisel laterally through the laminae on either side, 
out well across the zygapophysial articulations. 
Then, with an Albee saw, I cut two tibial grafts, 
each in cross-section, like a thick wedge and long 
enough to extend across the segments to be fused. 
These grafts I slip into place, with their thick edges 
toward the midline, under the lifted laminal shav- 
ings on either side. I drive the grafts out laterally 
until they lie directly across the series of zygapo- 


(C) (D) 


FIGURE I 


(A) (B), Case No. 48—Fracture of first lumbar, after 
laminectomy ard double graft fusion operation; (B) 
shows range of flexion. 


(C) (D), Case No. 50—Fracture of first lumbar after 
Hibbs’ fusicn of twefih dorsa', first and second lum- 
bar, done because of continuing severe disability two - 
years after injury. 
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FIGURB II 


(A), Case No. 48—Compression 
of first lumbar vertebra with total 
paralysis of left lower extremity 
and motor paralysis of right from 
knee down. (See Figure I, (A) and 
(B).) Paralysis recovered, except 
marked permanent atrophy and loss 
of function in both calf groups. 


(B), 


physial articulations and bend the spinous shavings 
down over them, forcing fragments of the shavings 
between the grafts in the midline, so as to keep both 
grafts in their lateral positions. Over them I suture 
the soft tissues. 

Figure III is a diagrammatic illustration of the 
grafts in position, in this instance bridging three sets 
of articulations, thus fusing together four vertebrae. 
This was the operation done on patient No. 48 (see 
tabulation). This man has had an apparently com- 
plete recovery of back function and no pain in his 
back since three months after operation. He is, 
however, incapacitated for hard labor, due to per- 
manent paralysis of both calf groups. Figure I-b 
shows the degree of spinal flexion recovered, not- 
withstanding unquestioned fusion of four. vertebral 
segments (twelfth dorsal, first, second and third 
lumbar). Paired grafts have been used by many 
other surgeons in spinal operations, notably by S. J. 
Hunkin of San Francisco. Gray has described a 
double tibial graft fusion, but it is possible that the 
technique of inserting grafts across the zygapo- 
physial articulations after splitting of the articulating 
facets in the manner illustrated in Figures IV (A 
and B) is original with the author of this paper. 
A further report upon the results of this procedure 
will be made at a later date. 

Figure I-d shows flexion recovered in patient No. 
50, after a Hibbs fusion of first dorsal, first and 
second lumbar, in a case of severe compression of 
the first lumbar still disabled two years after injury. 

It seems to me obvious, notwithstanding the re- 
covery of a wide range of spinal flexion after fusion 
of four, or even of a greater number of segments, 
that a fusion operation should not lock up any more 
joints than are necessary to bridge the injured area. 
In the case of simple compression fracture of the 
body of a single vertebra, this result is accom- 
plished by fusion of the fractured vertebra to the 


Case No. 48—After double 
graft fusion. The area of laminec- 
tomy is still visible. 


(C), Case No. 50—Lateral view 
taken two years after compression 
of first lumbar. Complete recovery 
after Hibbs’ operation. (See Figure 
I, (C) and (D).) 


one immediately above and the one immediately be- 
low. This means locking up only two pairs of zyg- 
apophysial articulations. Additional lesions, such as 
fractures of laminae in adjacent segments (often not 
discovered until operation reveals them) may neces- 


sitate a further extension of the bridge. The shorter 
the extension of the fused area, either up or down 
the spine, the more secure, other factors being equal, 
will be the central area which is presumably the 
weakest point. This is but an instance of the phy- 
sical principle, the longer the lever the greater effect 
of a force applied at its extremity. 

The function of spinous processes as levers, 
through muscular and ligamentous attachments is 
important. The loss of this function, where a radi- 
cal Hibbs operation is done, causes some additional 
difficulty in adaptation during convalescence. On 
this point, the Albee method scores a decided advan- 
tage. To obviate this disadvantage in the Hibbs 
operation, I frequently leave a portion of the spin- 
ous processes at either extremity of the fused area 
intact. I have already intimated that I consider the 
spinous process bridge a factor of relatively lesser 
importance in the success of the Hibbs operation. 

Following a fusion operation, it is my practice to 
keep the patient in a plaster jacket, on a Bradford 
frame, seven to eight weeks. I then remove the 
jacket, take measurements for a modified -Taylor 
brace, and keep the patient recumbent for ten days 


_or two weeks while the brace is being prepared. 


The brace is then put on in recumbency and the 
patient begins sitting, standing, and walking for 
gradually increasing periods. As a rule, I do not 
permit the brace to be discarded during activity for 
at least four months. It is always removed during 
recumbency. The average patient returns to light 
employment eight months to one year after opera- 
tion, if recovery is uncomplicated by other factors 
than the spinal lesion. 
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FIGURE III 


Diagrammatic illustration showing position of tibial 
grafts in the double graft fusion operation. 


During convalescence, we put spine-fracture pa- 
tients through a carefully planned and graded course 
of physiotherapeutic exercises. The details of this 
plan of treatment are given in a paper on the “Phy- 
siotherapy of Back Injuries,” not yet published. I 
am sure that such a physiotherapeutic course short- 
ens the time and increases the degree of recovery. 


PROGNOSIS 


The prognosis in the average severe case of com- 
pression fracture of the spine is for a period of eight 
to twelve months, total disability, where thorough 
fusion operation is done early. Permanent poten- 
tial weakness of the spine, such as to handicap the 
injured in undertaking heavy labor in the average 
of these cases amounts to 30 to 40 per cent dis- 
ability. This weakness is manifest in a tendency to 
tire more easily and to get a backache after pro- 
longed standing, rather than in an initial lowered 
capacity. 

The prognosis, in the average case of severe com- 
pression fracture of the spine treated by prolonged 
rest, immobilization and support, without operation, 
is for eighteen months to two years of total disabil- 
ity. In the final result, permanent, potential weak- 
ness, following the non-operative course of treat- 
ment, is at least 10 per cent higher than in the aver- 
age of cases operated early. Some patients, treated 
extensively by conservative means, have to come 
later to operation and, in these, the results are less 
sure and convalescence is longer. 

In severe compression fractures, where neither 
operation nor adequate conservative treatment have 
been given, the prognosis is for continued total, or 
nearly total, disability, often with increasing pain 
and discomfort and, possibly, late development of 
paralytic symptoms. Operation in this type of case 
is worthwhile, but usually gives a relatively lesser 
degree of recovery even than operation after failure 
of conservative treatment. Rarely a case of defi- 
nite compression fracture recovers without treat- 
ment other than a few weeks’ rest in bed. 
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CONCLUSION 


Fractures of the spinal column occur, with rela- 
tive frequency, as the result of falls from a height, 
or of weights falling upon the head or shoulders. 
These fractures escape early diagnosis too often. 
The physical signs and symptoms of fractured spine 
are not as obvious as they are often considered to be. 
Care in history-taking, thorough physical and ade- 
quate x-ray examination would insure correct diag- 
nosis in most cases. 

Adequate fusion operation shortens convalescence 
and gives a higher degree of recovery than conser- 
vative treatment in the average patient. The Hibbs 
operation is, on the whole, more efficient than the 
Albee graft fusion. A special type of double tibial 
graft operation has been found advantageous in diffi- 
cult cases of lumbar fracture. Carefully directed 
physiotherapy is an essential part of treatment. 
After thorough fusion by early operation, industrial 
patients return to employment in eight months to 
one year, with an average permanent disability rat- 
ing measured by the standards of the rating depart- 
ment of the California Industrial Accident Com- 
mission of 30 to 40 per cent, or less. Similar pa- 
tients, treated conservatively, take approximately 
twice as long to get back to work and show an aver- 
age permanent disability rating of 40 to 50 per cent 
or more, measured by the same standards. Similar 
patients having no adequate treatment are likely 
to have indefinitely continuing total disability and 
may develop late paralytic symptoms. The result of 
later operations on such patients is an improvement, 
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(A) (B)—Diagrammatic illustrations to show technique 
in double graft fusion—(A) the manner in which the 
spines, laminae and articulations are split; (B) the grafts 
placed and the shavings bent down over them. 
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but the factor of permanent disability is likely to be 
high even after operation. Complete recovery of 
patients suffering from severe fractures of the spine, 
without extensive treatment, occurs but rarely. 


_ As the technique of fusion operations becomes 
perfected and the choice of operation best suited to 
the individual patient becomes more discriminating, 
a definite further improvement in the time and de- 
gree of recovery may be confidently predicted. Im- 
mediate diagnosis of a larger percentage of verte- 
bral fractures will, by making early operation more 
often practicable, still further lessen the average of 
permanent disability. 


In attempting to estimate disabilities and recov- 
eries in percentages, only a relative degree of accu- 
racy is possible with the data at hand. Not a few 
cases show apparent complete recovery of range and 
strength of painless motion after fusion operation, 
but it is apparent that cases estimated as complete 
recoveries by less conservative judges will be found 
to possess a definitely ratable degree of permanent 
disability under the careful and experienced scru- 
tiny of such investigators as the permanent rating 
department of the California Industrial Accident 
Commission. In the author’s opinion, an industrial 
accident commission is justified in exercising a large 
degree of conservatism in passing upon such cases. 
Compression fracture of a vertebra is so severe a 
lesion that it is doubtful if, under any circumstances 
of apparent return to normal, it can be said that no 
potential permanent disability is present. 

177 Post Street. 


DISCUSSION 


Ellis Jones (Brockman Building, Los Angeles)— 
This paper is a valuable contribution to the literature 
of spinal fractures, and is by far the best paper I 


have read so far on the subject. Cleary’s statement, 
that 50 per cent of his patients came to him with a 
missed diagnoses in spinal fractures, is disturbing in- 
deed, but is commonly corroborated in orthopaedic 
practice. The burden of proof in diagnosis rests upon 
the roentgenologist, and we are accustomed to ask 
for at least three views—an anterior-posterior, lat- 
eral and oblique radiographs, including a stereograph. 
It should be an established rule in general practice 
to regard every back injury as a potential spinal 
fracture. A clear history and a careful clinical exami- 
nation will not necessarily make the diagnosis, since 
an acute infectious spondylitis, a traumatic or in- 
fectious myositis, as well as many other conditions 
may simulate the symptoms of spinal fracture. 


Persistent conservative treatment by cast or brace 
fixation undoubtedly will give good results when 
skillfully used and when time is no object and the 
persistent co-operation of the patient is obtained. We 
are satisfied to return the laborer to active work in 
from twelve to eighteen months. We have found, 
however, that internal fixation, whether obtained by 
the Albee graft or the Hibbs method, is far more 
satisfactory than any conservative method. In an ex- 
perience in over three hundred cases of spinal fixa- 
tion obtained in tuberculots spondylitis, spondylolis- 
thesis and spinal fractures, we have found the Albee 
method eminently satisfactory. The Hibbs method 
is undoubtedly equally effective and is, at least the- 
oretically, better applied in the cervical and dorsal 
regions, especially when the spinous processes are 
thin and apparently inadequate to insure graft fixa- 
tion. The operation described by Cleary seems me- 
chanically sound and of especial value when the con- 
dition is complicated by laminectomy. Adequate 
operative spinal fixation, however obtained, certainly 
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shortens convalescence by from six to twelve months, 
and in the hands of a competent surgeon must be the 
method of choice in the treatment of spinal fractures. 


George J. McChesney (Flood Building, San Fran- 
cisco)—This is a very timely paper on a timely sub- 
ject. The author emphasizes common errors in diag- 
nosis and gives us valuable ideas in the operative 
methods of treatment. Fusion operations are just 
now obtaining proper recognition for fractures of the 
vertebrae, although long used with success for the 
crushing due to tuberculosis. 


I heartily agree with his requirement for a proper 
physical examination: viz., the patient should be 
stripped and standing whenever possible, but proper 
x-rays are absolutely essential and the lateral x-ray 
is all-important. I have seen good antero-posterior 
x-rays quite fail to indicate a fracture that the lateral 
shows clearly especially when the crushing involves 
only a small portion of the body. 


As regards treatment, the conclusion reached sev- 
eral years ago by the commission of the American 
Orthopedic Association for the study of end results 
of fusion operations for spinal tuberculosis, should 
also apply to fractures. This conclusion was that 
the older methods, recumbency and immobilization, 
are not made unnecessary, but their periods of use 
are shortened by the fusion operation. This point is 
well brought out in this paper, and their comparative 
values from an industrial standpoint well contrasted. 

The fusion operations themselves have been used 
since 1912, and hence are far beyond the experimen- 
tal stage, especially as they sought to control much 
more difficult problems such as a larger kyphosis in 
progressive disease, a sickly child, etc, That they 
have stood this test of time, with careful follow-up of 
cases, etc., is more than sufficient recommendation 
of their efficiency for the simpler mechanical and 
medical problem of a compression fracture in a 
healthy adult. In fact, the only limitation of the 
fusion operation in spinal tuberculosis is that of age. 
(Young children below six years, owing to presence 
of cartilage instead of bone where fusion is desired, 
are not favorable subjects.) 

As regards the relative merits of the Hibbs and 
Albee operations, operators differ partly because they 
become more proficient in one or the other. The 
Hibbs is more difficult, tedious, involves more loss 
of blood, and not infrequently leads to some shock. 
It is easiest done in the dorsal spine. 

The Albee is easier, quicker and comparatively 
little loss of blood leads to no danger and shock, and 
has the mechanical advantage, as pointed out in the 
paper, of having the fusion at the end of a longer 
lever than the other method. The lumbar and cervi- 
cal spine are better adapted to it. 

The combination of the two, as described in the 
paper, is certainly ingenious, and in some cases, as 
stated, should have a definite value. 

I had recently the opportunity of examining and 
x-raying an Albee fusion done on a man _.in the 
lumbo-sacral region by the late Doctor Sherman and 
myself eleven years ago. The man had no vestige of 
his fifth lumbar tuberculosis, the graft was both pal- 
pable to the finger and visible in the radiogram, 
showing conclusively the permanence of the result. 
Neither was the slight loss of spinal flexibility an in- 
dustrial handicap. 

The after treatment is all-important, as the author 
states. I feel that every case should be judged on its 
merits and no set rule should be laid down. When 
in doubt, to immobilize a while longer is a safe rule 
to follow. 

This paper should help greatly to put the treat- 
ment of a very serious fracture upon a more scien- 
tific and efficient basis than it now possesses. 


Maynard C. Harding (Timken Building, San 
Diego) — Doctor Cleary’s interesting and well-bal- 
anced paper has stimulated me to review the records 
of thirty cases of my. own. My experience leads me 
to endorse his conclusions in almost every particular. 
I wish to commend his stand for the operative fixa- 
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tion of a larger number of these cases than has here- 
tofore been attempted. 

There are certain features in the immediate treat- 
ment of acute cases which will bear emphasizing. 
We have two distinct divisions of spine fractures: 
(1) Those of the spinous process or of the transverse 
processes, displacement of which cause no cord dam- 
age. (2) Those of the body, articular processes, and 
laminae, displacement of which may injure the cord. 

The first type ‘may be moved and manipulated with 
impunity. Recumbency in a fracture bed, or fixation 
by a jacket or brace is proper treatment. There are 
definite limitations to what may be safely done to the 
second type. Often the damage to the supporting 
structures is so complete in cervical or lumbar frac- 
tures that fresh hemorrhage is easily started up or 
further pressure on the cord is produced by even the 
most skilful lifting. Unless open surgery is to be 
done, the patient should not be moved from his bed. 
A fracture bed with a smooth, firm mattress can be 
made to do all that casts, shells, braces, or Bradford 
frames can do and do it more comfortably. 


In fractures of the lumbar and eleventh and twelfth 
dorsal vertebrae, the desired posture is hyperexten- 
sion with control of rotation and side-bending. Hy- 
perextension is secured by a firm blanket roll under 
the mattress, and lateral stability by. long sand bags. 
In dorsal fractures, varying degrees of hyperexten- 
sion are required, rotation and lateral bending being 
prevented by the ribs. In cervical fractures both 
types of fixation ‘are required plus traction, since cer- 
vical fractures are prone to telescope. Hyperexten- 
sion is secured by a firm pad of Turkish toweling or 
felt. Lateral bending and rotation are controlled by 
square sand bags, bedded snugly down on the shoul- 
ders and reaching above the ears. Ten pounds of 
traction, applied intermittently, by a Sayre sling is 
enough, with the head of ‘the bed raised one foot. 

The Thomas collar, the plaster jacket and the Tay- 
lor brace, in my opinion, are for ambulatory use after 
healing is well advanced. 


Thomas A. Stoddard (291 Geary Street, San Fran- 
cisco)—I have read E. W. Cleary’s excellent article 
with a great deal of interest. I would like to empha- 
size that among the early essential factors of diag- 
nosis is a good history of the nature of the accident, 
and subsequent symptoms, then proper x-rays. The 
average x-ray technician has not the ability to make 
proper x-rays with the usual equipment found at 
most doctors’ offices, in the usual hospital plants, or 
in the average commercial x-ray establishments. 
Most of the cases that suffer fracture of the verte- 
brae are of the heavy, muscular type, and therefore 
require better than the average equipment, particu- 
larly to make a differential diagnosis of fractured 
laminae, and articular processes, and to get proper 
lateral pictures to show the crushing injuries in the 
bodies of the fractured vertebrae. It has been my 
observation that one of the principle causes of failure 
of early and proper. diagnosis has been the lack of 
proper merit in the x-rays taken. 

The average medical man seldom meets with more 
than two or three of these cases in all his practice, 
consequently he is not suspicious enough of the 
nature of the man’s injury to make him exhaust all 
the diagnostic assistance possible before being satis- 
fied that the man has not sustained a fracture. In 
passing, after examining many hundreds of backs, I 
have been unable to find a single case of dislocated 
vertebra which was not accompanied by some con- 
genital deformity or a fracture, and I have found 
none of the so-called osteopathic or chiropractic sub- 
luxations. 

Doctor Cleary has confined the scope of his paper 
to a discussion of compression fractures of the ver- 
tebrae. It has been my experience that about 50 per 
cent of the fractured spines, uncomplicated with ner- 
vous symptoms, were compression fractures. I get a 
large percentage of fractures of spinous and trans- 
verse processes and have beén fortunate enough to 
early recognize, both clinically and by x-ray assist- 
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ance, six fractures of articular processes within the 
last two years. 

All the fractures of articular processes that have 
come into my hands have been in men doing heavy 
work and through muscular strain, and not through 
violence of other types. 

Treatment of the last three types of cases is, of 
course, non-operative. Their period of disability, if 
diagnosed early and cared for with proper fixation in 
plaster casts, is much less prolonged and their re- 
covery usually complete. 

I believe in early operation in all compression frac- 
tures, and use Hibbs’ technique as the operation of 
choice. My post-operative treatment differs from 
that mentioned by Cleary, in that I keep my patient 
in bed in a plaster jacket one month, then get him 
up and about for two months, after which time he 
wears a Taylor brace for about three months, de- 
pending upon the location and severity of the injury, 
and the nature of his normal duties. 

The last three operative cases I had in young men 
all got back to their normal duties within six or 
seven months from the time of the initial injury. 
Recognizing the basic principle that function tends 
to strengthen the parts, whether soft or hard tissues, 
I believe these excellent early results were due to 
the fact that early normal function was instituted in 
a guarded position without other physiotherapy. I 
am opposed to long-continued physiotherapy in most 
of these cases, on account of the dependent psychol- 
ogy which attends such persistent treatment. 


Lionel D. Prince (Flood Building, San Francisco) 
—E. W. Cleary deserves great credit and certainly 
is to be complimented on having presented in such 
an excellent and comprehensive manner a paper on 
so difficult a subject as fractures of the spinal column. 

This is an extremely important subject, and too 
much emphasis. cannot be placed upon it. Of the 
major types of bone injuries there is none, probably, 
so frequently overlooked and consequently neglected 
as fractures of the spine. This tendency to overlook 
fractures of this type is growing less for the reasons 
that, firstly, spinal fractures have of recent years 
been given extensive consideration in medical jour- 
nals and, secondly, the majority of fractures of this 
type come under the care of industrial and ortho- 
pedic surgeons who through experience have become 
more mindful of their frequency. 

The diagnosis is not difficult, and even where clini- 
cal manifestations are masked or are not sufficient to 
warrant a diagnosis, satisfactory x-rays can always 
be relied upon. Lateral x-ray views are especially 
valuable and should always be taken. I have on sev- 
eral occasions seen cases where the diagnosis has 
been overlooked owing to the fact that anterio-pos- 
terior views, which were the only ones taken, did not 
show sufficient pathology to suggest a fracture. Lat- 
eral views subsequently taken made the diagnosis in- 
disputable. All spines which have been subjected to 
trauma warrant an x-ray examination. 

Probably the most frequent cause of fractures of 
the spine, from a mechanical point of view, is the 
forcible buckling forward of the spinal column—the 
so-called jack-knife position. Frequently, in falls 
from a height the patient is jack-knifed. The appli- 
cation of force or blows, as pointed out by Cleary, 
produces the same effect. In three cases that I recall 
offhand, one received his injury as the result of a 
barn door falling and striking him on the shoulders; 
the second, a miner, was buckled forward as the re- 
sult of a cave-in in a tunnel; the other, while on his 
knees under a truck which he was repairing, the sup- 
porting-blocks gave way and his spine was jack- 
knifed when the weight of the truck fell on his 
shoulders. 

I am of the opinion that early operative interfer- 
ence is indicated in most cases of fractured spines. 
Statistics show that the ultimate outcome, as regards 
the degree of permanent disability, is very much less 
in the operative cases, and, as pointed out by Cleary, 
the period of convalescence is materially shortened. 
In old patients and in patients with arthritic changes 
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in the spine, the prognosis is not so good. Arthritic 
spines often mask, owing to the symptoms due to 
the arthritis, the advantage of operative interference. 
These cases in’industrial work often get eventually 
very high ratings. Arthritis, on the other hand, occa- 
sionally reacts to the advantage of the patient, and 
one not infrequently sees cases of old fractures of 
the spine where a spontaneous cure has resulted from 
a complete pathological ankylosis of the- fractured 
vertebra. 

The accepted Hibbs and Albee methods of inter- 
ference have given excellent results and, when prop- 
erly performed, satisfactory results may be expected. 
The site of ankylosis in the Hibbs operation is me- 
chanically better than that in the Albee. The Hibbs 
operation is a more difficult one and, in addition, it 
is tedious and time-consuming except in the hands of 
the most skilled. The paired graft operation empha- 
sized by Cleary offers a distinct advantage, in that it 
produces a firm ankylosis at the most advantageous 
site and precludes the possibility of a fracture of the 
graft, a complication which is most annoying and 
which occasionally is experienced in cases operated 
on by the Albee technique. Cleary’s method of in- 
sertion of the tibial grafts gives additional insurance 
of a more adequate ankylosis. I do not quite agree 
with him, however, that the fusion of one vertebra 
above and one below the lesion is sufficient to insure 
the best results. Probably traumatic lesions do not 
require the same degree of stabilization as diseased 
lesions of the spine, but I use the same technique in 
both types of cases. It has always been my. policy 
to fuse two vertebrae above and two below the lesion. 
This insures greater stability, and I do not believe 
adds materially to restricting motion in the spine. 
With the increased accommodative motion in the un- 
involved spine very little restriction may result, and 
I have in mind a case in which I performed a Hibbs 
for a fracture of the twelfth dorsal vertebra, fusing 
five bodies. The patient could eventually practically 
touch the floor with the tips of his fingers. 


_ Physiotherapy, as emphasized by Cleary, is a most 
important therapeutic adjunct during the period of 


convalescence. Careless post-operative observation 
and treatment has in many cases protracted the 
period of disability. There is too much tendency for 
the surgeon to lose interest in the case after he has 
performed the operation. Physiotherapy is equally 
important in cases where the conservative treatment 
of spinal fractures' has been instituted, though in 
cases treated by immobilization only there is not in- 
frequently too great a tendency to institute physio- 
therapy too early. This overenthusiastic and mis- 
directed judgment may easily undo the beneficial 
effects resulting from the immobilization and eventu- 
ally bring the patient to the operating-table. 
Doctor Cleary (closing) —In closing, I wish to 
thank the discussants for the very generous com- 
mendation given my paper. Increasing experience 
and study of lesions of the spinal column heightens 
my appreciation of the sentiment put by Tennyson 
into the mouth of Ulysses: “Yet all experience is but 
an arch where through gleams that untraveled world 
whose margin fades forever and forever as I move.” 
I am glad Jones stressed the limitations of history 
and clinical examination as means of making a diag- 
nosis. The revelations from a carefully conducted 
history and clinical examination both warn the ex- 
aminer to take the precautions for the patient’s pro- 
tection, ably outlined by Harding, and fortify his 
resolution to proceed to the exact diagnosis through 
a thorough x-ray examindtion, always more or less 
expensive, and sometimes distressing to the patient. 
McChesney and Prince have done well in remind- 
ing us that a slight loss of spinal motion is not neces- 
sarily an industrial handicap. Good function depends, 
not so much on preservation of a complete range of 
motion, as upon the ability.to use, without disabling 
distress, even a considerably restricted range of 
motion. 
I agree with Prince that a fusion operation is an 
undertaking for the specialist in bone surgery. 
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I am particularly interested in Stoddard’s expe- 
rience in getting patients upon their feet four weeks 
after operation. I quite agree that it is desirable to 
shorten the period of immobilization and recumbenc 
as much as is safe. I believe that, for every oa 
safely cut from the immobilization-in-recumbency 
period, ultimate recovery is advanced by two to 
three weeks. 


It gratifies me that the importance of physiother- 
apy in these cases is so generally conceded. I be- 
lieve we are all agreed that, in discussions of prob- 
lems of restoration of joint function, co-ordination 
should be spelled with capitals. 


There are over one hundred joints either directly 
or very intimately associated with the spinal column. 
I do not know that anyone has been found with the 
temerity to announce the exact number of muscles 
concerned in the functioning of this vast aggregation 
of joints. The disability due to failures and disturb- 
ances of co-ordination after severe spinal injuries 
often seem proportionate to the complexity of the 
joint and muscle system involved. After the neces- 
sary measures to restore skeletal support have been 
taken, properly applied physiotherapy is our greatest 
aid to recovery in the restoration of muscular strength 
and co-ordination. 


Hydrochloric Acid Therapy in Rickets—Those in- 
fants having relatively little hydrochloric acid in the 
gastric secretion may develop normally when breast- 
fed, but, says Martha R. Jones, San Francisco (Jour- 
nal A. M. A., February 9, 1924), if the diet is changed 
to foods having a higher potential alkalinity, the 
amount of acid present may be insufficient for nor- 
mal mineral metabolism. Individual differences in 
hydrochloric acid secretion may also explain why one 
of a pair of breast-fed twins is rachitic and the other 
not. It is conceivable that the beneficial effects de- 
rived from cod liver oil, sunlight and improved hy- 
giene may be due to the stimulation of general meta- 
bolic processes, and indirectly the readjustment of 
the acid-base balance in the body. For the latter 
theory there is some foundation in an athreptic in- 
fant, age three months, in whom the gastric contents 
after a test meal of oatmeal gruel showed complete 
anacidity. Hydrochloric acid was added to the milk 
formula, and not only was there prompt and strik- 
ing improvement in the general well-being of the 
infant, but the gastric tests made during the acid 
therapy showed a curve well within normal limits. 
When the infant’s condition warranted a discon- 
tinuation of the hydrochloric acid, gastric tests still 
showed the presence of considerable acid, although 
the curve was not so good as that during the acid 
therapy. Apparently, in this case, the increase in 
hydrochloric acid secretion was the result of general 
improvement which was initiated by the addition of 
acid to the diet. Furthermore, the fact that inanition 
greatly retards the rachitic process can also be ex- 
plained in the foregoing hypothesis, since the prod- 
ucts of catabolism of body tissue are acid in reaction, 
and may help to restore a normal acid-base balance. 
Having succeeded in producing rickets in apparently 
normal puppies on a well-constituted diet with the 
addition of an alkaline salt mixture and to cure this 
condition with no changes in environment. or diet 
other than the addition of hydrochloric acid, Jones 
decided to try out this therapy on rachitic infants. 
The result was very satisfactory. The cases are 
reported. 


Notice to Motorists Planning to Drive to An- 
nual Meeting at Los Angeles—Various and con- 
flicting reports are current of difficulties incurred 
by people traveling thoughout the State. Those 
who desire to motor down to Los Angeles, would 
be wise to get in touch with the California Automo- 
bile Association, and see what the actual conditions 
are before starting. 
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DEEP X-RAY THERAPY * 
By JAMES P. KERBY, Salt Lake City, Utah. 


Deep x-ray. therapy is a relative term. Treatment 
of any condition beneath the epidermis is, therefore, 
deep therapy. 

However, by the term “deep therapy,” as used by 
radiologists of the present day, is meant the treat- 
ment of conditions by rays produced by transformers 
generating 200,000 or more volts, which have been 
filtered through copper or zinc. As a matter of fact, 
copper is the agent which is almost universally used 
as a filter in this country. Rays generated by a cur- 
rent of this. voltage, filtered through copper, ap- 
proaching the gamma rays of radium in physical 
properties, are known as hard rays. These hard rays 
may be used in the treatment of superficial lesions ; 
for instance, epithelioma. One of the most startling 
results I have ever seen was in the case of an epitheli- 
oma involving the nose and upper lip, with large 
metastasis to the glands of the neck. This condition 
was pronounced inoperable by two competent sur- 
geons. Nine months after completion of deep x-ray 
treatment he is apparently well, with no evidence of 
original lesion or metastasis. 

At a meeting of this society last spring, in a pre- 
liminary report, I suggested the term “high volt- 
age, heavy filter, x-ray therapy” as a descriptive 
term for this method of treatment. 

This method of treatment is the: subject of so 
many articles in general and special journals that a 
detailed account of its historical aspect is unneces- 
sary. Suffice to say, it is not really new, for experi- 
mentally it was used nearly twenty years ago, and 
has been in use in German clinics for ten years. 

Its use in this country is comparatively new. The 
first machine to be built in the United States was 
used by Millwee of Dallas, Texas, less than three 
years ago. 

It is interesting to note, in observing the strides 
made along this line, that during the discussion of a 
paper by this same title read about two and a half 
years ago before this society, mention by me of the 
fact that this new type of x-ray therapy was being 
utilized in Europe was passed with scant acknowl- 
edgment and apparent questioning of its efficacy by 
the essayist of the evening. During the past two 
years the apparently greater success achieved by 
its use as compared with the results with the older 
therapy, which, for distinction, I will call 9’ ther- 
apy, in contra-distinction to the newer, so-called 
20” therapy (though, as a matter of fact, the tubes 
which are now commercially available will stand 
only a voltage equivalent to a 16” spark gap) has 
resulted in its widespread adoption. However, I 
fear this widespread utilization may prove a tempo- 
rary hindrance to a true appraisal of its value, be- 
cause it will undoubtedly be used by some men with- 
out sufficient knowledge of the dangers inherent in 
its usage. For it cannot be disputed that it is not 
safe to employ such a powerful agent without due 
consideration of the destructive factors difficult of 
disassociation from it. 

In the consideration of any therapeutic agent it 
is important that its modus operandi be determined, 


* Read before Salt Lake County Medical Society, No- 
vember, 1°23. . 
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if possible. The manner in which radiant energy in- 
hibits or destroys living tissue is a moot question. 
Of course, an overdose destroying all tissue can be 
understood. But the manner in which it acts when 
used therapeutically is not definitely known. By 
some, it is believed that the—if I may use the term— 
cellular growth-producing hormones are destroyed. 
Possibly a larger percentage of investigators believe 
it due to some alteration in the permeability of the 
cell membrane. In a general way, the more nearly 
a new growth approaches the primary embryonal 
tissues, the more likely it is to be affected by -radia- 
tion. Vascular and lymphatic endothelium are very 
susceptible to radiant energy, so tumors composed 
largely of this type of tissue offer a favorable field 
for x-ray therapy; hence the encouraging results in 
Hodgkins’ disease and lymphosarcoma. Intercellu- 
lar connective tissue is relatively highly resistant, 
therefore tumors made up largely of this type of 
tissue are less favorably affected. From this it will 
be seen that the type of tumor rather than its loca- 
tion determines the degree of success which may be 
anticipated. This statement, while practically axio- 
matic, is subject to definite limitation, because of 
the problems involved in delivering the necessary 
dose to the growth. If it were possible to expose 
the neoplasm to the direct action of the rays we 
would be able to destroy it by radiation therapy; 
incidentally, it could be removed surgically. The 
problem is to pass the rays through the intervening 
structures in such quantity as necessary to effect the 
desired result and at the same time not do these 
tissues an irreparable damage. In addition to the 
destructive action exerted on malignant cells it is 
believed that the obliterating endarteritis, the round 
cell infiltration and scar tissue formation wall off 
more resistant malignant cells and prevent their en- 
trance into the blood and lymph streams. Many ob- 
servers believe that, in addition to the local changes 
produced, a constitutional reaction ensues which 
may be compared to the formation of antibodies fol- 
lowing bacterial invasion. Results of animal experi- 
mentation, however, show such varying results that 
this cannot be stated positively. 

The essential factors in this form of therapy are: 

1. The utilization of short-wave x-rays, heavily 
filtered. The short-wave rays are obtained by using 
a high voltage current, 200,000 or more volts, and 
employing heavy filters which shut out a very large 
percentage of the rays which are injurious to the 
skin. 

2. A great increase in the distance between the 
patient and the tube. 

3. The use of large treatment areas. 

4. Long treatment periods. 


In the beginning of this form of treatment, a 
great deal was heard of carcinoma doses, sarcoma 
doses, etc., as if a malignancy could be cured by 
simply turning on a current and letting it play the 
resulting rays on the involved region. In my opin- 
ion, practically every case is a law unto itself. The 
same skill and judgment must be utilized in attack- 
ing a cancer problem by radiant energy, cautery or 
knife, the weapon used in the attack depending upon 
the given case. This brings up the actual methods 
of treatment. It is not my plan to discuss this tech- 
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nically, but to give you an idea of the factors in- 
volved. Before deciding.on the plan of attack, it is 
well,.so to speak, to make a reconnaisance. The 
patient’s genetal condition must be evaluated—i. e., 
blood, urine, heart, lungs. Would this patient be 
a good surgical risk and would you be willing to 
operate if operation were indicated? Is there evi- 
dence of metastasis? Examination of the points 
where metastasis is most likely to occur must be 
made. The various tests necessary in determining 
these facts—x-ray, laboratory, clinical—must be uti- 
lized.- To cite a few instances, a carcinoma of the 
prostate may extend to the seminal vesicles, to the 
rectum or bladder, the aortic glands, the spine, hips 
or pelvis. Carcinoma of the breast may extend to 
either axilla, either side of neck, the opposite breast, 
the lungs, spine or pelvis. 


This survey having been completed, the next 
thing, of course, is to undertake the treatment. And 
this is usually no easy matter in cancers involving 
the abdominal and pelvic cavities. There has been 
some discussion about how much exposure the intes- 
tinal mucosa will resist. Recent investigation tends 
to show that it is not improbable that this mem- 
brane is at least as susceptible to x-ray exposure as 
the skin. It has been observed that at a distance of 
10 cm. beneath the surface a certain percentage of 
the x-rays reaching the skin is delivered. This per- 
centage varies according to the factors involved in 
the treatment, but with the majority of machines 
used in America utilizing the treatment factors 
usually employed, it is somewhere between 40 and 
50 per cent. In a general way, from 75 to 125 per 
cent of the amount of radiation which will produce 
an erythema of the skin is believed necessary to de- 
stroy malignant cells. By an erythema in this case 
is meant a slight reddening of the skin, followed 
by a deep tanning which vanishes in from ten to 
twenty-one days. It is thus seen that if a certain 
quantity of rays will produce skin reaction vary- 
ing from erythema to ulceration, a similar reac- 
tion might be produced in the intestine if the same 
amount of radiation reached it. It seems reasonable 
to me to believe that most of the nausea, vomiting, 
diarrhea, and prostration sometimes associated with 
this form of treatment, are due to damage to the 
intestine, as these symptoms are much more notice- 
able after abdominal than after thoracic or ex- 
tremity radiation in much larger quantity. 


One of the most, if not the most, difficult prob- 
lems in modern deep x-ray therapy is dosage. It is 
my opinion that there is no hard and fast dosage 
for any one condition. Two neoplasms of appar- 
ently the same type in the same organ in two differ- 
ent individuals, as nearly as possible to determine of 
approximately the same size, have given entirely dif- 
ferent results. I have treated in two cases what I 
believed to be approximately the same condition in 
the same organ, with exactly the same technique, 
as accurately as I was able, with considerable differ- 
ence in the end results. This would certainly seem 
to emphasize the truth of the dictum that every 
case is a definite entity in itself and must be regarded 
as a distinct biologic and physical problem. 


Before going further, I wish to state that it is 
my opinion that every operable malignant tumor 
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should be operated on; that uterine and mammary 
carcinoma should be x-rayed from eight to fifteen 
days before operation; that in every case operated 
on there should be post-operative radiation of essen- 
tially the same type as that case would have received 
had it been inoperable; that all areas to which lym- 
phatic drainage occurs should be radiated; and, 
unless there is a definite contra-indication, the areas 
to which metastasis most commonly occurs should 
be radiated. I believe that supplementary radiation 
of this type will materially increase the percentage 
of three and five years’ operative cures. There is 
convincing evidence that more sarcomas, especially 
lymphosarcomas, will respond more favorably to 
radiation than to surgery. 

Always bearing in mind that I place operation 
first where there is reason to anticipate favorable 
results from operation, x-ray therapy is indicated 
in malignancies of the brain, malignancy of the 
thyroid, prostatic hypertrophy, benign and malig- 
nant, malignant conditions of the breast, lympho- 
sarcoma and lymphogranulomatosis, tuberculous 
adenitis, fibroids, chronic non-malignant endome- 
tritis, keloids, peritoneal and genital tuberculosis. 
In hypernephroma, it is beneficial in relieving pain, 
but the danger of destruction of adrenal function 
must be guarded against. Encouraging reports of 
the palliative value of x-ray in malignancy of the 
esophagus are being received. When we consider 
that the number of cases of definitely diagnosed 
cancer of the esophagus which have been cured can 
be counted on the fingers of one hand, the further 
use of x-rays in the hope of securing a cure is war- 
ranted. An increasing number of cases of gastric 
malignancy considered unsuitable for surgery are 
being reported, with apparently encouraging re- 
sults, from high voltage x-rays. However, the treat- 
ment has not been used generally. In cancer of the 
sigmoid and rectum, striking palliative results have 
been observed and apparent cures secured. 


This paper is not presented with the idea of es- 
tablishing a therapia magna sterilisans for the treat- 
ment of malignancy. It does not have for its pur- 
pose to propose radiant energy treatment of all 
malignancies, It merely reviews the advances made 
in the line of x-ray therapy as an adjuvant to or 
as a substitute for medical or surgical treatment of 
disease. Surgery, endocrinology, internal medicine, 
radiology are all branches of the healing art, and 
no one of them can stand alone. 

Boston Building. 





Immunization Against Typhoid — Ordinarily ty- 
phoid vaccine is administered at intervals of seven 
days. It is said that if the interval is less than seven 
days the immunity may be less than after longer 
intervals. It is asserted also that the maximum re- 
sponse follows when the intervals between the injec- 
tions are lengthened to eighteen or twenty days. No 
definite statement can be made as to what the opti- 
mal intervals really are. Immunity after antityphoid 
inoculation is not absolute. Army medical officers 
express the opinion that immunity from inoculation 
begins to decline in from two to two and one-half 
years; but even after four and five years, the typhoid 
rate of inoculated troops has been estimated at about 
one-fourth that of uninoculated troops.—Journal A. 
M: A., February 2, 1924. 
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SOME TYPES OF CHRONIC RECURRENT 
PYELITIS AND THEIR TREATMENT* 
By FRANKLIN FARMAN, M. D., Los Angeles, Cal. 


Women are more subject to pyelitis than men. 
This fact has been explained by the peculiarity of 
feminine body form, and by the anatomical shal- 
lowness of the lumbo-renal recess in women as 
compared with men, which permits of greater mo- 
bility of the kidneys, and which subjects the kid- 


neys to many forms of internal and external trau- 
mata. 


Congestion of the kidney is regarded as the 
actual important factor in the production of renal 
infection. Mobility of the kidney, occasioning 
either slight torsion of the vascular pedicle, or 
slight retention by kinking of the ureter, the trauma 
of slight bruises and wrenches, straining, lifting 
and flexions of the body, and toxic influences all 
lead to congestion of the kidneys. Congestion of 
the kidney is even more important than the type 
of bacterial invasion, for it is well known that a 
normal kidney will excrete and destroy bacteria 
and that no infection results unless the dose of bac- 
teria reaching the kidney is deposited in congested 
tissue. About 90 per cent of renal infections are 
caused by the colon bacillus, and another 5 per 
cent are caused by one of the pyogenic cocci. In 
this discussion tuberculosis of the kidney and the 
rare forms of pyelitis are not considered. 

Renal infection in the female may appear at any 
age from childhood on, but there are certain periods 
of life in which the recurrent types are more apt 


to become activated. For instance, pyelitis in young 
adult women occurs more commonly after mar- 


riage than before. The so-called “defloration” 
pyelitis occurs at this age. Women around the 
menopause age are particularly subject to urinary 
disturbance. The trauma of repeated childbirth 
and the strain of heavy household work are factors 
which lead finally to congestion and infection of 
the kidney. Elderly women, too, are prone to the 
chronic recurrent types of infection. A chronic 
urinary infection may remain dormant for years 
until suddenly activated by some indiscretion, or 
general lowering of vitality. 


In young adult women attacks of ovelitis are 
frequently precipitated by marriage or make their 
appearance during the early months of pregnancy. 
Some extra strain, overexertion, chill, “cold,” in- 
testinal upset, menstrual irregularity, or the like 
may be the immediate exciting cause. Careful ques- 
tioning frequently reveals a history of some pre- 
vious urinary disturbance occurring during child- 
hood or youth, often not recognized or considered 
as a definite entity. So often urinary symptoms in 
the young are considered lightly and ascribed to 
gastrointestinal disorders or nervousness. Many 
patients will tell you that they had “weak kid- 
neys” early in life or were subject to enuresis. 


The typical attack of acute pyelitis in young 
women comes on suddenly with symptoms of uri- 
nary disturbance. Frequency, burning, and marked 
urgency are predominate symptoms. The presence 
of chill and fever are not constant, and do not 


* Read at annual meeting of the Nevada Medical Asso- 
ciation, Reno, September 28, 1923. 
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occur unless there is urine retention with toxic 
absorption. ‘The leukocyte count generally is low, 
under 15,000. Pain in the region of the kidneys 
frequently is absent in uncomplicated pyelitis. A 
catheterized specimen of urine contains pus cells, 
occasionally red blood cells, epithelial debri, and 
bacteria. Mild attacks of pyelitis often subside 
quickly and spontaneuosly, but the more severe 
cases tend to run a protracted and relapsing course 
extending over a period of weeks. 


Pyelitis attacks occurring in middle-aged women 
may be similar to those occurring in younger 
women, but there are certain added factors which 
frequently change the clinical picture and alter the 
course. Many women, apparently in good health, 
“carry on” for years, experiencing occasionally mild 
transitory periods of urinary disturbance with in- 
definite backache or abdominal pain, until a sudden, 
sharp. attack of urinary distress, kidney area pain, 
chill and fever, directs attention to the actual con- 
dition of pyelitis. 

Women of this age are more apt to be suffering 
from nephroptosis, from strictures, kinks, or angu- 
lations of the ureter, from cystocele, pelvic tumors, 
and from chronic infections of the abdominal vis- 
cera. We should mention especially the close rela- 
tionship of gall-bladder disease, and colitis, to renal 
infection. Definite experimental and clinical tests 
have shown ‘that the constant elimination of bac- 
teria and toxic material brought to the kidney by 
the blood stream from distant sources of infection 
(teeth, tonsils, sinus) finally result in irritation, 
destruction, and infection of the kidney itself. 

Due to the above complicating factors, chronic 
renal infections occurring in middle-aged women 
frequently run a varied and atypical course. Kid- 
ney area pain is a more constant and prominent 
symptom. The bladder symptoms oftentimes are 
mild, but, on the other hand, may be of the great- 
est severity. Associated digestive and nervous symp- 
toms are misleading. ‘The urinary findings are 
similar to those in other forms of pyelitis, but we 
more often find mixed infections. The functional 
capacity of one or both kidneys will be found 
greatly diminished, as indicated by the phenol- 
sulphonphthalein test. 

It is in this period of life that most ‘surgical 
conditions arise. Attacks of pyelocystitis are not at 
all uncommon following operations. I recently 
treated a woman for a severe renal infection, which 
followed a simple hemorrhoidectomy. The fre- 
quent occurrence of vesical irritability and loss of 
bladder function following major surgical opera- 
tions, especially of a gynecological nature, is known 
to all surgeons. The treatment of this condition 
will be mentioned later. 

The symptoms of renal infection in elderly 
women are of bizarre character. The symptoms 
are less acute, patients acquire a high degree of 
tolerance for pain and urinary irregularity. Also 
a certain immunity against the infecting organism 
is established. So-called “urethral chill” with fever 
occurs when there is sudden renal or vesical reten- 
tion. Often there is loss of weight, cackexia, and 
anemia, the resulting picture being that of cancer. 
The urine generally is highly colored, offensive 
from ammoniacal decomposition, and heavily loaded 
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with pus, mucus, and bacteria. The clinical course 
is slow and irregular, with periods of slight ex- 
acerbation. 


Treatment—l’ offer nothing experimentally new 
in regard to the treatment of pyelitis, but wish to 
call attention to certain details and modes of ther- 
apy which have proven successful in our work. 
Acute attacks are treated symptomatically and later 
treatment is directed toward correction of the ac- 
cessory causes of renal infection. 

Absolute rest in bed is an important factor in 
the quick relief of the acute inflammatory symp- 
toms of the urinary tract. In the absence of chill 
and fever, patients are inclined to keep up and 
about their daily duties, even pain not being suff- 
cient to cause a patient to voluntarily confine him- 
self to bed. For this reason we aim to hospitalize 
patients at the onset of an attack, so that absolute 
control of the clinical course may be maintained. 
For economical reasons, I do at times attempt to 
direct teatment of a case of pyelitis by home and 
office visits, but find that such cases tend to run a 
more protracted and relapsing course. 

Diet is another important and often neglected 
factor in the cure of renal infections. Proper em- 
phasis has been placed upon diet in the treatment 
of nephritis, but in renal infections which are more 
of a surgical nature, the importance of diet therapy 
has been overlooked. A diet which puts the kid- 
ney at rest, which reduces the acidity of the body, 
and which keeps the urine neutral or alkaline is 
desired. The so-called “basic nephritic” diet as 
advocated by Sansum does this. In general this 
diet includes mostly vegetables, fruits, and sugars, 
and excludes meats, eggs, and cereals. All foods 
which are essentially basic or neutral in nature may 
be allowed. Orange juice is very potent in ren- 
dering the urine rapidly alkaline. One glass at 
each meal is advised. Contrary to popular impres- 
sion and taste, orange and lemon juice are not 
acid, but basic in nature. I have found this diet 
of the greatest help in relieving the distressing uri- 
nary symptoms of an acute attack. The basic diet, 
with exceptions, should be followed until the in- 
flammatory lesion of the kidney and pelvis have 
healed. 

In addition to the “basic diet,’ we administer 
drugs at the onset of an acute attack to further in- 
sure alkalinity of the urine. The citrates, acetates, 
or carbonates are the usual drugs employed. I find 
a combination of. sodium bicarbonate and calcium 
carbonate in large doses useful. It is well to ascer- 
tain the degree of alkalinity of the urine frequently 
by determining the hydrogen-ion concentration or 
for clinical purposes the ordinary litmus test is 
sufficiently accurate. 

Following subsidence of the acute symptoms of 
pyelitis, the administration of alkalies may be dis- 
continued, and an urinary antiseptic given. Hexa- 
methylenamin, better known by the trade-name of 
urotropin, is the most effective of all urinary anti- 
septics. Care should be exercised in its adminis- 
tration, and I wish to emphasize that generally 
hexamethylenamin should not be given for acute 
urinary symptomatology. The physiological effect 
of hexamethylenamin is due to the antiseptic action 
of the formaldehyde liberated in acid solution. A 
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more uniform effect of urotropin is noted when the 
urine is made acid by the associated administration 
of acid sodium phosphate. ‘Fhe latter drug has no 
influence on the general body reaction or the alka- 
linity of the kidney tissues as maintained by a basic 
diet. 


Experimentally, it has been found necessary to 
give large doses of hexamethylenamin in order to 
recover free formaldehyde in the urine, but for 
practical purposes, small doses in 5 to 10 grain 
amounts often are sufficient to control a chronic 
pyuria and bacteruria. Larger doses up to 60 or 
90 grains per day may be used to render the urine 
sterile following an acute infection. It is best to 
give urotropin at intervals and for periods not 
longer than five to ten days. The untoward effects 
of hexamethylenamin are indigestion, aggravation 
of urinary symptoms, and renal irritation up to the 
point of hematuria. 


‘ 

A pyelitis which does not subside readily under 
medical management, or which tends to_ recur, 
should then be treated surgically. By surgical we 
mean direct kidney and bladder treatment, and in- 
vestigation and correction of the accessory causes 
of infection. Our greatest success in the cure of 
the chronic types of pyelitis has been through the 
use of “pelvic lavage.” Many patients experience 
their first relief from urinary distress following 
drainage and lavage of the kidney pelvis. We em- 
ploy a silver nitrate solution in 1 per cent to 2 per 
cent strength, injecting through ureteral catheters 
amounts depending on the size of the renal pelvis. 
The pelvis should be allowed to drain thoroughly 
before lavage is carried out. It is better to use a 
warmed solution, making the injection slowly, and 
taking care not to distend the pelvis. In this way 
after-pain and colic are avoided. We repeat “pel- 
vic lavage” once or twice per week, depending 
upon the clinical improvement and urinalysis, We 
aim to continue treatment until the separate urine 
specimens from each kidney are negative for bac- 
terial growth and free from pus cells. This, how- 
ever, is not always practical or necessary, as the 
clinical improvement following one or two treat- 
ments may not warrant further instrumentation. 

Mention should be made of the value of “pelvic 
lavage” in the treatment of pyelitis of pregnancy. 
No other form of treatment gives uniformly such 
satisfactory results. It should be remembered that 
bladder symptoms occuring during pregnancy are 
rarely caused by pressure of the gravid uterus 
alone, but that a pyelitis more often is the respon- 
sible factor. 

The important mechanical accessory causes of 
renal infection commonly found are varying de- 
grees of nephroptosis, strictures and angulatiqns of 
the ureters, and vesical retention or cystocele. 
Oftentimes it is difficult to correctly interpret mo- 
bility of the kidney. Palpation alone is not reli- 
able, but should be combined with roentgen visuali- 
zation of the kidney and pyelography. When it 
is determined that abnormal mobility of the kid- 
ney exists, a properly fitted abdominal belt or cor- 
set is recommended. Occasionally, it is necessary 
to correct sagging of the kidney by operation, in 
order to secure free drainage of the kidney pelvis. 

In elderly women I encounter often marked tor- 
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tuosity of the ureters, strictures, and stenosis of 
the ureteral openings. In these cases the mere 
passage of an ureteral catheter often is sufficint to 
relieve an attack. Dilatation of a stenosed, pin- 
point, fibrous ureteral opening gives prompt and 
permanent relief in many instances, and is fully as 
important as dilation of an urethral stricture. 


Curtis has called attention to the frequency of 
urine retention found in post-operative and preg- 
nancy cases. He holds this as a responsible factor 
in the production of pyelitis. In the routine ex- 
amination of women complaining of urinary symp- 
toms, we always look for and determine the pres- 
ence or absence of residual urine. Sometimes it is 
necessary to examine for residual urine on succes- 
sive occasions, as nervousness or sphincter spasm 
may prevent complete evacuation of the bladder, 
and then in the early stages of vesical relaxation 
it may be possible to empty the bladder completely 
by extra voluntary effort. Much can be done in 


this type of case to prevent retention and ascending 
infection. 


The Curtis plan of management of the female 
bladder after operation and during pregnancy de- 
pends on two cardinal principles: 1. Catheteriza- 
tion is avoided if possible, but no patient is allowed 
to suffer from distention; 2. If the catheter has 
been employed, it is thereafter used once a day 
until the patient has regained the power of com- 
plete evacuation. The catheter is passed once a 
day, immediately after’ urination, until residual 
urine disappears. Before withdrawal of the cathe- 


ter a few cubic centimeters of one-eighth per cent 
silver nitrate solution are instillated. 

Renal infection occurring secondary to gall- 
bladder, appendiceal, pelvic disease, or tooth, ton- 
sil or sinus: infection will spontaneously disappear 


following surgical relief of these foci. I wish to 
emphasize the importance of the removal of these 
chronic sources of bacterial and toxic formation, 
for I have previously pointed out that the constant 
excretion of these products by the kidney may 
finally result in infection of that organ itself. 

Before dismissal of a case of pyelitis, we instruct 
our patients in what we have termed “bladder 
hygiene.” ‘They should avoid overexertion, fatigue, 
chilling, and exposure to inclement weather. Many 
of my cases during the past summer have come on 
following ocean-bathing, with sudden chilling of 
the body surface. They should be cautioned against 
inattention to proper bladder function. Neglect 
and voluntary suppression of the desire to urinate 
is a frequent cause of urinary disturbance. Women 
especially are prone to accustom themselves to over- 
distention of the bladder on occasions of long auto- 
mobile trips and social gatherings. 


Diet and careful regulation of the bowels are 
important. The “basic” diet serves admirably to 
alkalinize the urine at intervals. We generally 
advise a patient, subject to chronic renal infection, 
to take a course of alkaline powders once a month 
followed by a course of hexamethylenamin and acid 
sodium phosphate. Such a regime, if closely fol- 
lowed, favors complete healing of certain types of 
kidney infections. 


(1501 South Grand Avenue.) 
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UNIQUE TRANSPOSITION 
OF ABDOMINAL VISCERA FROM 
HYDROTHORAX 


By A. W. MEYER 
Division of Anatomy, Stanford Medical School 


Although I have made an earnest effort to learn 
of cases similar to the present one, my search has 
been unavailing so far. I have seen some very pro- 
nounced displacements of the liver caudally and 
also of the diaphragm cranially, in connection with 
various thoracic or abdominal conditions, but I have 
never seen anything, even roughly approximating 
the displacements of the liver and stomach, in the 
present case. Indeed, as an anatomist, I would 
have questioned whether anyone could endure such 
changes in position, no matter how gradually they 
occurred. That the hydrothorax in question must 
have been of rather long duration seems self-evi- 
dent, for any abrupt displacement of the respective 
organs, even roughly approximating the conditions 
which obtained in this case, undoubtedly would 
have led to sudden exitus. 

The body was that of a man, aged 57, who had 
given-a history of night sweats beginning four and 
one-half months before admission. At this time he 
had been run over by an express wagon, a wheel 
of which passed over his left thigh, abdomen, and 
chest. It was noted in the clinical history that upon 
admission he was found too ill for a complete ex- 
amination. Although the aggravation of the symp- 
toms resulting from the accident brought him to 
the hospital, it was noted that he had felt weak for 
about eighteen to twenty months before admission, 
and that he tired easily. He had suffered from 
frequent colds since nine months before admission, 
at which time his cough had grown worse and was 
accompanied by expectoration of “four or five 
mouthfuls of blood at a time.” Following the acci- 
dent, he became progressively weaker and was 
shorter of breath. “A slight irregularity” of the 
right pupil was noticed. The cervical glands were 
enlarged and the clavicular fossae were very deep. 
Tachycardia was present. 

Upon dissection the body was found to be in fair 
condition of nutrition. Inspection revealed fullness 
and particularly increased firmness in the whole 
epigastric region, suggesting the presence of a very 
greatly enlarged liver. The right side of the thorax 
seemed a little more prominent and rounder than 
the left. This thoracic asymetry became more evi- 
dent upon removal of the upper extremities. 

Upon opening the abdominal cavity in the course 
of dissection, the unusual position of the liver at 
once attracted attention and suggested the presence 
of a partial situs inversus. However, upon further 
inspection the right dome of the diaphragm was 
found protruding far below the right costal margin. 
The abdomen contained no evidences of adhesions, 
and, as shown in the figure, the apparently large, 
oddly shaped but otherwise normal liver occupied 
the greater part of the ventral portion of the cavity, 
being dislocated very far to the left. The right 
lobe seemed greatly enlarged, but the surface was 
smooth, although marked with a fine vascular re- 
lief suggesting possible congestion. A very shallow 
sulcus extended obliquely to the left from the um- 
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bilicus along the ventral surface of the right lobe 
of the liver, and very plainly resulted from pres- 
sure of the ligamentum teres hepatis, which made 
an angle of approximately 75 degrees with its nor- 
mal position, extending to the left instead of to the 
right of the midline. The omentum lay entirely 
on the left side, and the liver as a whole seemed to 
be enlarged about one-fourth. It extended 5 cm. 
below the umbilicus, the caudal border of the right 
lobe lying 714 cm. to the left of the midline and 
its diaphragmatic surface 3 cm. below the right 
costal border. The gall-bladder notch lay about 
2 cm. below the umbilicus and 7% cm. to the left 
of the midline. The ligamentum teres crossed the 
left costal border at the tip of the ninth costal car- 
tilage, 9 cm. from the midline, and an equal dis- 
tance below the level of the caudal extremity of 
the xiphoid. The dorsal surface of the right lobe of 
the liver was moulded to fit the vértebral column, 
and the entire diaphragmatic surface of the right 
lobe was occupied by a broad, deep impréssion made 
by the inverted right dome of the diaphragm. 


The pylorus lay at a level 2 cm. cranial and 
8 cm. to the left of the umbilicus. The small in- 
testine was crowded into the pelvic cavity in the 
hypogastric region, a few coils only extending up- 
ward a short distance beneath the thick, rounded 
border of the right lobe of the liver. The right 
colic flexure was located immediately above the 
crest of the right, and the left flexure 5 cm. above 
the crest of the left ilium. The coecum, with a 
retrocoecal appendix, lay in the right iliac fossa 
quite in normal position. 


The hepatoduodenal ligament formed a very 
prominent fold with a slightly crescentic border to 
the left, and was fused with the mesocolon. It ex- 
tended a little to the left of the midline, had a 
width of 3 to 6 cm., and was entirely free from 
adhesions to the peritoneum. behind it. It formed 
a large pouch with an opening approximately 7 cm. 
long and 4 cm. wide, facing in the direction of the 
spleen. The line of attachment of the mesentery 
was displaced caudally several centimeters. 


The stomach, the left border of which was barely 
visible in the opened abdominal cavity, lay to the 
extreme left, occupying the upper portion of the 
left hypochondrium. It lay in a vertical position 
and was firmly contracted into a tubular form as 
is not rarely the case in dissecting room cadavers. 
The fundus lay directly over the spleen, which was 
enlarged somewhat and rotated 90 degrees. It was 
displaced obliquely to the right, its diaphragmatic 
surface having become dorsal in position, and being 
deeply grooved by the ribs. 


The abdominal portion of the oesophagus turned 
sharply to the left from the diaphragmatic hiatus, 
the cardia lying 7 cm. to the left, approximately 
in a parasternal line. The duodenojejunal junc- 
tion lay directly dorsal to the pylorus in the left 
hypochondrium, having been displaced caudally, 
and to the left far less than one might have ex- 
pected in view of the greatly changed position of 
the pylorus. 

The right kidney was somewhat displaced and 
rotated about 60 degrees, the caudal pole lying 
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opposite the third lumbar vertebra, but the left was 
in about normal position. 

The right dome of the diaphragm was totally in- 
verted and depressed until its lower convexity 
reached 3 cm. caudal to the costal border in the 
right mammary line. It remained 2 cm. below this 
border from here to the median line, where it met 
the left dome approximately 2 cm. to the right of 
it. The inverted right dome was stretched until it 
lay 7%4 cm. farther caudal than it is possible to 
move the normal specimen. 


Figure 1—Abdominal wall reflected to expose viscera 
in situ. (A) Inverted right dome of diaphragm. (B) 
Sulcus on liver from ligamentum teres hepatis which is 
plainly visible on the interior surface of the reflected 
left rectus abdominis. (C) Location of the gall-bladder. 
The pylorus lies directly dorsal. The displacement of the 
transverse colon and the unusually large area occupied 
by the liver are plainly evident. 


In spite of the astonishing displacement and rota- 
tion of the liver with consequent tension upon the 
vena cava and compression of the liver, there is no 
evidence that ascites was present, for the increase 
in abdominal tension from inversion of the right 
dome of the diaphragm may have been responsible 
for rather prominent peritoneal fossae in the fem- 
oral and inguinal regions. 


Upon removal of portions of the right ribs the 
parietal pleura was found only very slightly thick- 
ened, though somewhat more opaque than normal. 
Though remarkably enlarged, the right pleural 
cavity contained no coagulum. Only a few fibrin 
strands and small remnants of old adhesions were 
found dorsally. The extent of the effusion, as 
shown by the volume of the pleural cavity, was 
3300+- cc. The right lung, which was covered by 
a thickened visceral pleura, was markedly com- 
pressed, lying very largely in the upper third of 
the pleural cavity and being pressed firmly against 
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the vertebral column. The narrow tip of the lower 
lobe extended down to the diaphragm, to which 
it was adherent in the midline. The upper lobes 
formed a small, flat, triangular mass, the apex of 
which extended to the level of the sixth rib, occu- 
pying an axillary position against the ventral thor- 
acic wall. A large vomica with somewhat fibrous 
walls occupied the upper third of the adherent, col- 
lapsed and compressed upper and middle lobes. The 
superior mediastinum was displaced about 4 cm. to 
the left of the median line at the fifth chondros- 
ternal junction. The posterior mediastinum was 
displaced approximately to the left border of the 
vertebral column, with the heart lying entirely to 
the left of the median line. The azygos vein was 
not evident upon inspection, in spite of the very 
marked displacement to the left, of the posterior 
mediastinum. The oesophagus was displaced to the 
left, especially in its upper portion. The inferior 
vena cava crossed the vertebral column approxi- 
mately in the midline, but turned obliquely to the 
left to join the heart. 


The left costal pleura was normal except for a 
few small adhesions of the upper lobe to the peri- 
cardium and to the fourth rib in an axillary line. 
Although the entire upper left lung was studded 
with numerous nodules, apparently tubercular in 
character, the lower lobe was wholly free. 

Although the hydrothorax in this case was very 
large, its volume alone does not account for the 
remarkable rotation of the liver to the left, amount- 
ing to almost 95 degrees. In another cadaver in 
which the hydrothorax was almost as large and in 
which the right dome of the diaphragm was also 
partly inverted, the liver was merely displaced cau- 
dally. That the intrathoracic pressure was very 
considerable also in this other case of right-sided 
hydrothorax is shown by the fact that the trachea 
was displaced markedly to the left, entering the 
thorax at the left sternoclavicular junction. The 
anterior mediastinum was displaced 7 cm. to the 
left of the midline, the right atrium and superior 
vena cava decidedly compressed, and the heart dis- 
located very far to the left. A large diverticulum 
of the posterior mediastinum extended caudally be- 
tween the crura of the diaphragm to the second 
lumbar vertebra, lying directly dorsal to the omen- 
tal bursa. Yet there was no rotation of the liver in 
this case. 

It seems probable that the extent to which the 
mediastinum yields, the extent of the depression of 
the right dome of the diaphragm, and especially the 
rate of the effusion, may largely determine whether 
or not the liver is rotated to the left in cases of 
right-sided hydrothorax. Nor does it seem unlikely 
to me that the strength of the abdominal wall may 
be an important factor. 

The extreme extent of the displacement, espe- 
cially of the stomach and liver in the case here 
reported, implies that the effusion and the result- 
ing displacement probably were very gradual. In 
individuals with relaxed abdominal musculature the 
direction of least resistance from intrathoracic pres- 
sure naturally would be mainly downward. In 
right-sided effusions, as in the present case, with 
an unyielding mediastinum, the right dome of the 
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diaphragm would necessarily have to yield more. 
If the mediastinum more nearly maintains its nor- 
mal position the heart and the left lung are more 
undisturbed. Consequently, it would seem that sur- 
vival for a longer period of time would be more 
likely, permitting a gradual displacement of the 
liver and pylorus to the left. It is also likely that 
the presence of a large left hepatic lobe, held in 
position by its attachment to the left dome of the 
diaphragm which maintains a practically normal 
level, also might facilitate rotation of the liver. 
Nor is it unlikely that the habitual posture of 
the individual may be a factor, although it would 
seem that the nocturnal posture naturally assumed 
in right-sided hydrothorax would militate against 
rather than for, a rotation of the liver such as ob- 
served in this case. I have not been able to find 
any satisfactory explanation for the marked hepatic 
and gastric displacements in this case of hydro- 
thorax, and as far as I have been able to learn, no 
such corresponding transposition of the liver and 
stomach are mentioned as a possibility in contem- 
porary works on physical diagnosis. They merely 
speak of a change in liver dullness, and do not men- 
tion the possibility of rotation at all. 


“More and Better Dentistry’—Under this slogan, 
the California State Dental Association will hold 
its fifty-third annual session at the Civic Auditorium, 
San Fancisco, June 11 to 15, inclusive. i 

The very complete and excellent program contains 
discussions of subjects of the greatest interest to 
physicians as well as dentists. The whole program 
has been so constructed that it constitutes a real 
five-day course in intensive graduate instruction. 
Clinics, scientific and commercial exhibits are well 
arranged, and the social program iswell Californian. 

The officers and chairmen of the committees are: 
John D. Millikin, president; D. H. Leppo, president- 
elect; B. Frank Gray, secretary; Robert E. Keys, 
treasurer; Frederick T. West, .editor; Guy S. Mill- 
berry, chairman Educational Committee; F. V. Si- 
monton, chairman Research Committee; John E. 
Gurley, chairman Interstate Relations; D. H. Leppo, 
chairman Membership Committee; W. P. Heaney, 
chairman History and Necrology Committee; Fred 
J. Seiferd, chairman By-Laws Committee; Arthur M. 
Flood, chairman Legislative Committee; Charles Zap- 
pettini, chairman Dental Science and_ Literature; 
T. A. Vogel, chairman Insurance Committee; Robert 
E. Keys, director Exhibit Committee. 


Fat-Free Tincture of Digitalis (Propaganda for Re- 
form)—Roth found that fat-free tinctures of digitalis 
had no advantages over the U. S. P. tincture of digi- 
talis. On the contrary, he found some of these fat- 
free tinctures were so unstable that he advised manu- 
facturers not to market them without stating the date 
of their manufacture on the label. “Fat-free” tincture 
of digitalis was introduced under the belief that the 
fat from the leaf produced gastric disturbance; but 
Hatcher and Eggleston fed the fat to cats and found 
that it had no emetic action whatever. After an in- 
vestigation of the subject, the Council on Pharmacy 
and Chemistry concluded that there is no essential 
difference in action between “fat-free” tinctures of 
digitalis and the product official in the U. S. Phar- 
macopeia.—Journal A. M. A., March 16, 1924, p. 911. 


Digifolin (Propaganda for Reform)—The claim is 
made for digifolin that it keeps indefinitely. The 
available scientific evidence indicates that all digi- 
talis preparations deteriorate with age—Journal A. 
M. A., March 15, 1924, p. 911. 
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ESOPHAGEAL DIVERTICULA * 
By JOHN HUNT SHEPHARD, M. D., San Jose, Calif. 


The rarity ‘of any pathological condition varies 
inversely as our familiarity with it increases. Judd 
reports that prior to 1917 there had been twenty- 
five cases of diverticulum of the esophagus diag- 
nosed in the Mayo Clinic, while in the year 1917 
there were ten. Rokitansky, in 1840, gave a clear 
description of esophageal diverticula and pointed 
out that they were of two different types, both as 
to their origin and anatomic structure. The most 
frequent type encountered at autopsy, though rarely 
seen by the clinician, he named traction diverticula, 
and later Schmorl reported their occurrence in 3.5 
per cent of autopsies. They result from contract- 
ing tissue following a peri-esophageal inflamma- 
tion, usually of the tracheo-bronchial lymph glands, 
although they have been found as sequelae to ver- 
tebral caries, strumitis and mediastinitis. Their sac 
is composed of all the coats of the esophagus. They 
rarely attain one centimeter in diameter, and the 
communication with the esophagus is usually their 
largest diameter. When their base lies lower .than 
their esophageal opening, food will lodge in them 
and they may become converted into traction- 
pulsion diverticula, of which Tetten has reported 
six cases. Probably on account of the surrounding 
denser fibrous tissue following the original inflam- 
matory condition they rarely attain sufficient size to 
produce symptoms. They may occur in any portion 
of the esophagus, although their most frequent loca- 
tion is near the left bronchus. 


The type that is of most interest to the diagnos- 
tician and surgeon develops from pressure from 
within the esophagus and are known as pulsion 
diverticula, occasionally erroneously referred to as 
pulsating diverticula. They are constant in their 
point of origin; always arising on the posterior sur- 
face of the esophagus at the pharyngeo-esophageal 
juncture, through Laimer’s triangle, sometimes re- 
ferred to as the Linnier-Hackerman area. They are 
in reality a hernia of the mucosa and submucosa of 
the esophageal wall through the weakened longitu- 
dinal muscular fibers, no muscle fibers being found 
in their walls. The only possible exception to the 
above statement of their point of origin may be 
three cases reported by LeCount, originating in the 
cavum broncho-aorticum, a small area where the 
esophagus is unsupported by any adjacent organ, to 
which Brosch first called attention in 1900. While 
there was no peri-esophageal inflammatory tissue 
adjacent to any of these, and therefore no contract- 
ing bands, there was no microscopical study made 
of the walls to determine the presence of muscular 
fibers. They were all small and had given rise to 
no symptoms during life. 

On account of the anatomical relations of the 
esophagus in its upper few inches, the vast majority 
of pulsion diverticula burrow to the left and when 
developed to sufficient size present as a tumor mass 
just above the clavicle and lateral to the sterno- 
mastoid muscle. 

Seventy-five per cent of the reported cases were 
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in males. The average age of the patients at the 
time of their recognition was 56 years, and the aver- 
age duration of dysphagia was 514 years.. Many 
patients stated that they had had slight trouble in 
swallowing, or a sensation of something wrong in 
their throats, or too-frequent coughing spells while 
eating, as long as they could remember. In all prob- 
ability if careful attention had been paid to the date 
of the first symptom, the average duration of symp- 
toms at the time of recognition would be much 
longer than that reported. 

The first two symptoms complained of by practi- 
cally all of these patients are the sticking of food 
in the throat, and coughing spells during eating. 
Dysphagia gradually develops, until nutrition be- 
comes impaired and unless relieved death results 
from some intercurrent infection or starvation. 


A study of the schematic serial diagrams of a 
gradually enlarging diverticulum explains the symp- 
toms better than words. 


Figure 1 Figure 2 Figure 3 


Schematic representation of the development of an 
esophageal diverticulum. Note how obstructive symp- 
toms develop as the sac enlarges. 


Figure 4 


Showing how the bougie enters the diverticulum on a 
loose string, and how it is elevated and directed down 
the esophagus when the string is drawn taut. 


Figure 1 shows a very small diverticulum and 
only a very slight amount of food can lodge therein ; 
it becomes easily dislodged by coughing or a few 
attempts at swallowing. Figure 2 shows that when 
the pouch is filled the esophagus is sufficiently com- 
pressed to cause a partial stenosis. In this stage the 
patient soon learns that, by moving the head in cer- 
tain directions or by pressure over the lower neck 
or upward stroking along the margin of the sterno- 
mastoid muscle, saliva and food will be forced into 
the pharynx and deglutition temporarily relieved. 
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Figure 3 shows a large pouch which, when filled, 
causes practically a complete occlusion of the esopha- 
gus. When the opening of the sac is large—and 
some are as large as the diameter of the esophagus— 
it fills readily, and these patients may have to spend 
the greater part of their waking hours in alternate 
eating and emptying the pouch in order to get 
enough food into their stomach to sustain life. 
When the opening is small and the pouch large, 
complete emptying is practically impossible and the 
retained food undergoing fermentation produces a 
very fetid breath. Ulceratioi: may occur in these 
cases resulting in inflammatory adhesions surround- 
ing the sac, making its removal very difficult. 


The diagnosis in the larger types of diverticula 
can usually be made from the history of food lodg- 
ing in the throat and being eructated free from the 
acrid taste of stomach contents, and the finding of 
a fluctuating swelling in the neck which enlarges 
on the drinking of water and diminishes upon pres- 
sure with the simultaneous expulsion of liquid into 
the pharynx. Not infrequently the forceful empty- 
ing of the sac is accompanied by a gurgling sound, 
which I believe is found in no other condition. 

In the smaller types the diagnosis is made by the 
x-ray and the esophageal bougie. The shadow cast 
by a diverticulum after the swallowing of a muci- 
lage-of-acacia and barium mixture outlines the lower 
portion of the sac, or perhaps the entire sac. Un- 
like the shadow cast by a dilatation of the esophagus 
above a stricture, in which there is usually seen a 
tail of the barium trickling through, that cast by a 
diverticulum shows a smooth regular outline. How- 
ever, the shadow cast by a dilatation above a typhoid 
stricture may be indistinguishable from that cast by 
a diverticulum. The final and absolute diagnosis is 
made by the Mixter silk string technique and the 
esophageal bougie, as pointed out by Plummer in 
1910. The patient is instructed to swallow ten to 
twenty yards of buttonhole twist at the rate of one 
foot per hour. A considerable portion of the thread 
will coil up in the pouch, but, eventually, which 
may be three or four days, a loop will find its way 
down the esophagus, through the stomach, and after 
traversing several loops of the intestine becomes 
firmly anchored. A perforated olive tip, on a whale- 
bone staff, threaded on the string, and passed while 
the string is loosely held, will enter the diverticu- 
lum and become arrested on the bottom of the 
pouch. The string is now drawn taut while the 
bougie is steadied by the other hand, and when fur- 
ther traction on the string causes the bougie to rise, 
the level of the incisor teeth on the staff is marked. 
The string is then drawn until the bougie no longer 
rises and the position of the teeth again marked. 
Now, with the string held taut, the bougie is readily 
passed down the esophagus. The distance between 
the two markings on the staff gives the depth of the 
diverticulum. By substituting various-sized olives, 
the diameter of the opening into the pouch can be 
determined. I cannot too strongly recommend the 
string guide whenever an esophageal bougie is to be 
used, and it will find its way through any incom- 
plete stenosis. 

Partial relief may at times be secured by repeated 
sounding and dilatation, but the condition is pri- 
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marily surgical and its early recognition will reduce 
the operative risk incident to the high degree of un- 
dernourishment found in too many of these patients. 


Some surgeons recommend gastrostomy for those 
patients suffering from undernourishment, as a 
means of building up their strength and resistance. 
This procedure is practically never necessary and 
may of itself result fatally. The string will pass in 
all these cases and can be used as a guide for intro- 
ducing a feeding tube. A nurse, or even the patient 
himself, can readily be taught to pass the tube on 
the string, as one of the patients, herewith reported, 
did for six months prior to his operation, during 
which time he used over 400 yards of thread, daily 
cutting off that portion which came through the 
anus. 

When feeding patients through a gastrostomy 
opening or by the method here advised, it is very 
beneficial to introduce a reasonable quantity of saliva 
with each feeding. The physiological reason for this 
I will not attempt to discuss, but from a practical 
standpoint it is of great value. 

Less than 200 cases of diverticula of the esopha- 
gus are reported in the literature though undoubt- 
edly many more have been operated. The operative 
technique is simple, and if the patient has received 
the proper pre-operative treatment. the risk is very 
slight, the chief danger being the development of 
infection, which is usually the result of soiling of 
the field from the contents of the sac at operation, 
and on account of the absence of any limiting fascia 
quickly descends into the mediastinum. 

A liberal incision along the anterior border of the 
sterno-mastoid muscle permits the carotid sheath to 
be retracted laterally and the thyroid gland toward 
the midline. At times it may be necessary to ligate 
the inferior thyroid artery; the recurrent laryngeal 
nerve is usually not exposed, it being retracted with 
the lower pole of the thyroid. Since the sac is de- 
void of muscle fibers, it is easily torn and must be 
handled with care. After the sac is isolated, it may 
be dealt with in one of several ways. If one decides 
to do an excision, with closure of the opening with 
two rows of suture, it is well to introduce the first 
row as excision proceeds, for if the sac is completely 
removed before suturing is commenced it may be 
found quite difficult to pick up the margins as they 
seem to unduly retract, and the danger of soiling 
the wound is great. 

The Sippy-Bevan reefing or tucking operation ob- 
literates the sac without opening it, and completes 
the work at one operation. For the smaller type of 
diverticula, it is the method of choice and may be 
employed even though the sac be large. For the 
large sacs extending below the sternum a two-stage 
operation, as suggested by C. H. Mayo, seems to 
be the safest. After carefully isolating the neck of 
the sac it is twisted once on itself and a ligature 
of chromic gut applied. The wound is closed with 
the skin margins sutured to the neck of the sac, the 
sac left lying on the skin to be removed eight or ten 
days later. This secondary operation can be done 
without an anesthetic. A fistula may develop after 
the second operation, but this readily closes. 

Immediately prior to the operation the sac should 
be carefully~emptied to prevent the possibility of 
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forcing its contents into the throat, which may be 
aspirated, resulting in pneumonia, abscess or gan- 
grene of the lungs. The silk thread should be left 
in for several days following the operation, as it 
may prove useful in passing a bougie for the identi- 
fication of the sac during operation, and serves as 
a guide for passing the feeding tube while the 
wound is healing. 


I wish to add to the already reported cases two 
cases seen within the last year. 


Mr. B., carpenter, 62 years old. Past and family 
history of no bearing on present trouble. For past 
twenty-five years has been troubled by dry toast, let- 
tuce, and cold slaw sticking in the throat. Past five 
or six years other kinds of food occasionally lodges 
just above the clavicle. Past three years has spit 
up a little food following each meal, and at times 
has had to wash out the throat during a meal. 
Weight normal. General health good. 


Examination negative apart from throat. Immedi- 
ately after drinking water, pressure over the left side 
of the neck causes about two drams of fluid, chiefly 
water, to be forced into the pharynx and expec- 
torated. X-ray taken after administering a _ thin 
mixture of barium and mucilage-of-acacia shows a 
rounded shadow with regular margins two centi- 
meters in largest diameter, just below the level of 
the cricoid cartilage. He was unable to spare the 
time for further examination and promised to return 
later, but has failed to do’so. Diagnosis small esopha- 
geal diverticulum. 


Mr. H., painter, 73 years old. Past and family 
history of no bearing on present trouble. Has 
always had trouble with food sticking in throat. Has 
always considered his throat was unusually small. 
About eight years ago a piece of cold slaw lodged 
in the throat, causing considerable coughing before 
it was dislodged an hour later. Following this occur- 


rence, every few ~ food would lodge in the 


throat, to be released by coughing or drinking water. 
This condition gradually grew worse. About three 
years ago he discovered that, by rubbing upward 
over the left sterno-mastoid muscle, food could be 
dislodged from the throat with relief of the discom- 
fort. Gradually the condition grew worse, and for 
the last six months he has had to spend four to six 
hours each day alternating eating with emptying the 
accumulation of food from the neck. He has lost 
forty-two pounds during the last ten months. Pres- 
ent weight eighty-two pounds. 

Examination shows a markedly emaciated man. 
Skin exceptionally dry and parchment-like; blood 
pressure, 130-90; hemoglobin, 65 per cent; erythro- 
cytes, 4,100,000; leucocytes, 6700; Wassermann, nega- 
tive; twenty-four-hour urine, 200 cc. sp. gr. 1036; 
small amount of albumen. Physical examination 
negative except for the throat and moderate enlarge- 
ment of the prostate. On drinking a glass of water, 
a tumor mass appears on the left side of the neck 
just above the clavicle. Pressure over this mass 
forces fluid into the throat with a gurgling sound, and 
400 cc. was expectorated. X-ray picture taken after 
administering a mixture of barium and mucilage-of- 
acacia shows a shadow extending from just below 
the level of the cricoid to within one-half centimeter 
of the aortic arch, and seven centimeters in its trans- 
verse diameter. The margins are smooth and regular. 


He was sent to the hospital and given a 10 per 
cent glucose in 5 per cent sodii bicarbonate solution 
by the Murphy drip method. He retained three 
quarts the first twenty-four hours. He was started 
swallowing a silk string as soon as he was put to 
bed. Being curious to see how fast he was accom- 
plishing his object, he pulled out the string three 
times the first two days. On the fourth day the 
string was anchored in the intestine, and feeding 
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was commenced by passing a large catheter, in 
which a hole had been punched from the tip to the 
eye, over the string. He was given fruit juices, 
tomato soup, broths, milk, and eggs. The glucose 
solution was continued per rectum for one week. 
The urine rapidly rose in quantity, and on the third 
day after feeding was started he passed 1800 cc. 


Mr. H., 72 years old. Large diverticulum of the esopha- 
gus. Cured by two-stage operation. 


which showed only a trace of albumen, but was 
heavily loaded with granular and hyaline casts. 
Two days later there was only an occasional cast, 
and the phthalian output was 45 per cent in two 
hours and fifteen minutes. At no time since have 
‘we found more than an occasional cast in his urine. 
His general condition rapidly improved. In two 
weeks he had gained eight pounds and, having 


Mr. B., 50 years old. Small diverticulum of the esopha- 
gus. Refused operation. 


learned to pass the tube himself, was sent home. 
This method of feeding was so superior to what he 
had been used to for two years, that he was in- 
clined to let well enough alone. Three months 
after first seeing him, he developed influenza. Ran 
a temperature for ten days, and his convalescence 
was rather slow. Six months after coming under 
observation a two-stage operation was done. Ether 
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anesthesia being used for the first stage and no anes- 
thesia for the second. Four days after cutting off 
the sac a small fistula developed, but at no time did 
more than two drams of fluid escape in twenty-four 
hours. The fistula healed in four weeks. It is now 
five months since he was operated. His weight is 
126 pounds, a gain of forty-four pounds. He has no 
difficulty whatsoever in swallowing. 


Growers’ Bank Building. 


DISCUSSION 


Daniel C. Crosby (Twentieth and Webster Streets, 
Oakland) — Doctor Shepard is to be congratulated 
upon the presentation of a paper replete with infor- 
mation about a condition so seldom encountered that, 
when we do come in contact with it, we are prone 
to overlook it. 


In the matter of diagnosis, perhaps our first and 
greatest resource is the x-ray, and for the making 
of this examination, if the patient be placed in a posi- 
tion on the right side analogous to the Simm’s, the 
stomach end of the esophagus is slightly higher than 
the pharyngeal end and the process of swallowing 
is somewhat slower. Then if the patient be per- 
mitted to take a thick barium mixture through a tube 
or have it fed to him with a spoon, the progress of 
the bolus can be watched with somewhat greater 
ease. 


After the x-ray, we should probably place the 
esophagoscope and then the silk twist and the tube. 
By the use of the esophagoscope, the size and char- 
acter of the opening may be determined. In the ex- 
amination with the tube, or sounds, or with the 
esophagoscope, great care ntust be taken else the 
diverticulum may be punctured. 

In the matter of treatment, surgery stands as our 
first resource for cure; but it sometimes is necessary 
to render palliative service before doing surgery, and 
then experimenting in change of position or by lav- 
age with the twist and tube, the patient can be ren- 
dered very comfortable and some improvement made 
while waiting for radical cure. The hollow tube with 
the silk-twist guide means certainly a better expe- 
dient for feeding than is gastrostomy. 


Insulin as an Investment for the Patient With Dia- 
betes Mellitus—Reginald Fitz and William P. Mur- 
phy, Boston (Journal A. M. A., February 9, 1924), 
point out that a broad-minded physician conserves 
the money as well as the health of his patients; in a 
sense, he is a trustee both of their bodily welfare and 
of their finances. In other words, a physician is not 
justified in prevailing on sick people to go to a great 
expense for diagnostic tests or therapeutic proce- 
dures which are unnecessary or of theoretical in- 
terest; rather must he advise those measures which 
are as safe and certain as possible and which offer 
the prospect, through relieved symptoms, of a good 
return for the financial investment involved. This 
point of view is particularly.sound when applied to 
the insulin situation. The authors have followed a 
small group of typical cases, in an endeavor to meas- 
ure what insulin has accomplished for them in terms 
of dollars and cents. The result of this work is re- 
ported in this paper. The material selected for this 


study consists of five cases chosen to represent the’ 


various types of severe diabetes most commonly seen 
in general practice. These cases are illustrative of 
the economic results in the treatment of diabetes with 
insulin which are being obtained in many cases 
throughout the country, and tend to show that, on 
the whole, the money spent by patients in buying 
insulin and in learning how to use it has been well 
invested and has purchased a satisfactory gain in 
strength and efficiency. 
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CLINICAL ASPECTS OF RICKETS IN 
SOUTHERN CALIFORNIA * 


By ROBERT EWART RAMSAY, M. D., Los Angeles 


Rickets is more prevalent in Southern California 
than is generally supposed by the medical profession. 
This categorical statement is my own opinion, but 
I have reason to believe that it is also the opinion 
of most of the physicians who are limiting their 
practice to diseases of children. The opinion of the 
average physician may be typified by the reply of the 
secretary of the medical association of one of our 
southern counties, who, when I suggested rickets 
as the subject of an address, said: “We never see 
any rickets. Please talk about something that we 
are more interested in.” Now the fact is, that 
rickets is present in an appreciable number of pa- 
tients and should be recognized. It is possible that 
the manifestations of the disease are not so striking 
as in other parts of the country, and that we need 
to study rickets as we find it among us in order to 
enable us to recognize it early enough to prevent the 
sequelae, which are just as serious here as elsewhere. 

It is only natural to suppose that rickets should 
be less prevalent and of a milder sort in California. 
Many of the factors which have been thought con- 
ducive to the rachitic state are not of such serious 
import here where the sun shines practically every 
day, where green vegetables are available the year 
round, where fruits are abundant, and where the 
climate naturally encourages an outdoor life, and 
well-lighted and ventilated homes. That we should 
under these reasonably ideal conditions still find 
rickets to be present constitutes in itself a contribu- 
tion to the study of this disease. I am of the opinion 
that a study of rickets in California will yield 
worthwhile results. 

The clinical observations which I shall present 
are easily open to criticism, and the figures deduced 
from them are even more assailable; yet, since it is 
the clinical aspect which really interests us, I have 
considered it worthwhile to venture to gather some 
data on the prevalence of rickets, and its symptoma- 
tology as exhibited in recognized cases. I.consider 
the etiology of rickets a question to which clinical 
observation can be only contributory. We must 
await results from the many trained workers who 
are busy in this research. 

My material was obtained from two series of 
cases from the records of the Los Angeles General 
Hospital, and one series from the Anita M. Bald- 
win Hospital for Babies, Children’s Department of 
the California Lutheran Hospital of Los Angeles. 

The first series comprised twenty-eight cases diag- 
nosed “rachitic” during the period from November 
8, 1912, to June 1, 1920, a period of seven years 
and seven months. Of these, twenty were under 
two years of age, four between two and three years, 
and one of ten years. Nineteen were males; nine 
females. Thirteen were of American extraction, six 
Mexican, two negro, and one each were Italian, 
Jewish, Russian, Japanese, Filipino, Spanish, Aus- 
trian, and French. 

The second series comprised thirty-eight patients 

* Presented to the Section on Pediatrics of the Cali- 


fornia Medical Association at the annual meeting in 
San Francisco, June 22, 1923. 
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diagnosed “rachitic” during the period from June, 
1920, to December 31, 1922. Of these, thirty-seven 
were two years of age or under, and one of eight 
years. Twentyefive were males, thirteen females. 
Twelve were American, sixteen Mexican, two each 
Jewish, negro, Japanese, one each Swedish and 
Italian, and two unknown. 

The third series comprised fourteen patients from 
the out-patient department of the Anita M. Bald- 
win Hospital for Babies, representing the number 
of cases of rickets recognized among the first con- 
secutive one thousand patients under twelve years 
examined. Eleven were two years old and under; 
this out of a total of 242 children of two years and 
under received in the clinic. Nine were males, five 
females, nine were American and one each Mexican 
and Italian, and three Jewish. 

Observation on the nationality of these patients 
is interesting, in that out of a total of eighty patients 
thirty-three are American, twenty-three are Mexi- 
can, six are Jewish, four are negroes, three are 
Italian, two Japanese, and the rest scattered. The 
sex incidence was males, fifty-three ; females, twenty- 
seven. 

I attach considerable value to the figures deduced 
from the third series, small as it is, because every 
child was examined by a pediatrician. In this series, 
the cases of rickets discovered among the children 
of two years and under was 414 per cent. 

In the following table, I show the signs and 


symptoms upon which the diagnosis rests, and the 
number of times each was mentioned. 


First Second Third 
Series Series Series Total 
28 38 14 80 

Cases Cases Cases Cases 
NL os ahs tk be 17 24 6 47 
CO ee Saree 3 9 8 20 
Pigeon breast ......... 2 2 1 5 
Bosses prominent ..... 10 19 7 36 
PEE. aoe ats Nae bis os b's 1 3 9 
Epiphyses enlarged .... 6 15 1 22 
Bowing of legs ....... 1 a 2 7 
Dentition delayed ..... 3 2 2 7 
Cervical adenopathy ... 12 5 3 20 
Abdomen large........ 15 13 11 39 
Muscles -weak ........ 3 1 1 5 
Liver enlarged ........ 2 5 a 11 
Spleen palpable ....... 1 3 0 4 
Sweating of head ..... 0 4 0 4 
Constipation .....6. 25. 3 2 0 5 


By way of comment, it is interesting to note that 
the diagnostic helps in the order of their occurrence 
are (1) beading of the ribs; (2) enlarged abdomen; 
(3) prominent parietal and frontal bosses; (4) en- 
larged epiphyses; (5) cervical adenopathy; (6) Har- 
rison’s groove. The emphasis here placed on the 
first three mentioned is quite in keeping with estab- 
lished practice. The rosary is perhaps the earliest 
and best of the accepted signs of rickets. The en- 
larged abdomen, together with a rosary, is of great 
value, while these two with enlarged parietal bosses 
constitute sufficient evidence that we are dealing 
with rickets. The enlargement of the costochondral 
junctions is known to occur in scurvy, but as this 
can be easily differentiated if it is borne in mind, 
the presence of a rosary should always suggest 
rickets. The enlargement of the epiphyses involves 
too much of the personal equation to be a satisfac- 
tory sign. The groove is a sign of progress in a 


CALIFORNIA AND WESTERN MEDICINE 





Vol. XXII, No. 5 


well-established rachitic process. Cervical adenopa- 
thy is also a secondary manifestation. Delayed den- 
tition, as also delay in sitting, standing and walk- 
ing, are only of value as ‘confirmatory signs. It 
is interesting to note the infrequent mention of 
sweating, which is often the cause of a parent 
bringing a child to the physician. Digestive dis- 
turbance also plays too small a part. As I have 
considered the result of this study and also the 
general problem involved in the need for better 
and earlier diagnosis of rickets, I have been forced 
to conclude that, as long as we are content with 
signs which may be classed as results, we are not 
going to be able to make the diagnosis early enough. 
Results even with similar processes are variable. If 
we can fasten our attention on the rachitic process 
rather than on the rachitic result, we shall make 
progress. 


To be specific, I can consider the beading of the 
ribs only as nature’s attempt to buttress a weak 
point, which she does by overgrowth of tissue. Why 
is this particular point so in need of help? Because 
of the peculiar breathing process of the rachitic 
child which is a definite process and peculiar to it 
and worthy of being given the dignity of a sign of 
rickets and the name rachitic breathing. Watch 
such a child and you will see that the upper chest 
does not move normally with inspiration and expira- 
tion, that the lower chest falls in during inspiration 
instead of during expiration, and that the part 
which moves most is the abdominal wall below the 
attachment of the diaphragm. An inquiry into these 
peculiarities so antagonistic to the normal act of 
breathing is very instructive. The diaphragm is the 
great breathing muscle, which by its contraction 
enlarges the capacity of the chest and provokes 
negative pressure within it. But the muscles of the 
chest wall are accessory muscles of respiration. 
Their action lifts the chest anteriorly, distends it 
laterally, and in its lower portion where the dia- 
phragm is attached holds it tense and counteracts 
the pull of that strong muscle. But in the rachitic 
child we see a feeble lifting of the chest, an actual 
failure of the lateral widening, and at the region 
of the diaphragmatic attachment an inability to 
withstand the inward pull of the muscle. Hence, 
the peculiarities of the rachitic breathing are sus- 
ceptible of explanation as a phase of muscular in- 
ability. Whatever our construction of the relation 
of this breathing act to the deformed chest, which 
is its result, I am sure that we should do well to 
concentrate our attention more upon the act which 
is so characteristic than upon the results which are 
so variable. Infrequently shall we find rosary, flare, 
pigeon breast, lateral flattening present in the one 
patient, but practically always do we see the peculiar 
rachitic breathing. 


One factor involved in respiration I have not 
mentioned, namely, the size of the upper respira- 
tory air passages. Obstruction here is not to be 
overlooked. The depression of the lower part of the 
chest in laryngismus stridulus, acute or diphtheritic 
laryngitis or in chronic enlargement of tonsils and 
adenoids must be borne in mind. 


The effects of this faulty respiratory act are most 
disastrous for the health and growth of the child. 
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To bring in sufficient air to refresh the blood stream 
is difficult and attended with unusual effort. The 
resulting pallor and anaemia are characteristics of 
rickets which, therefore, need not surprise us. 
Again, the insufficiency of the respiratory act pre- 
disposes to respiratory infection to which the rachitic 
child is espevially liable. Seldom do we find a 
rachitic chest free from signs of bronchial irritation. 
This can scarcely be otherwise when we consider 
the faulty aeration of the lungs. The grave prog- 
nosis in bronchopneumonia and whooping cough is 
notable in rachitic children. 


Again, the labored respiratory act may be held 
responsible in part for the inactivity of the rachitic 
child. Where just to breathe at all is reasonably 
hard, why should the child by moving about make 
itself miserable. 


There is still another aspect of the respiratory 
act which I trust will not be considered fanciful. As 
I have watched the anxiety, weariness, pitiable cry 
and distress of the child with pneumonia, who must 
breathe so rapidly and so steadily in order to use 
what little air space is available, I have recalled the 
rachitic child who, in his chronic unfevered condi- 
tion, is working so rard to get enough air into his 
lungs to maintain life. I am not surprised that an 
effort so prolonged, so fruitless, should result in 
restlessness, long considered a sign of rickets, and 
periods of consequent reaction characterized by 
sweating and exhaustion. 


There is another characteristic of the rachitic 
child, which is of extreme clinical importance, 
namely, the atony of the abdomen, which produces 
a chain of symptoms which can be recognized as 
diagnostic of rickets, if we give proper consideration 
to that characteristic of rachitic muscular tissue 
which I shall venture to call rachitic flabbiness. As 
is well known, the rachitic child may be above nor- 
mal in weight, but he is always flabby. This lack 
of muscular tone is in marked contrast to the condi- 
tion of the atrophic and marasmic infant in whom 
we may find decrease of tissue, but tonicity intact. 

Rachitic flabbiness of muscular tissue has disas- 
trous effects on the abdominal organs and their 
functions. Under normal conditions, the muscles of 
the abdominal wall, by virtue of their pressure on 
the abdominal contents, are accessory factors, in the 
movement of the contents of the intestine, and as- 
sist in the act of defecation. When this counter- 
support is decreased or reduced to a minimum, as 
in the condition known as potbelly, the weakly con- 
dition of the intestinal musculature itself is aggra- 
vated. For this lack of muscular tone is probably 
as marked in the intestinal wall as in the abdominal 
wall. An early sign of rickets is constipation, char- 
acterized by small, yellow, pasty stools. Occasion- 
ally the evacuations become -loose and offensive. 
This alternation of constipation, with periods of 
diarrhoea so characteristic of .early rickets, is under- 
stood when considered in the light of rachitic flab- 
biness in the intestinal musculature. Thus we have 
lack of peristaltic force, slow and inadequate move- 
ment of the intestinal contents, incomplete bowel 
evacuations, accumulation of waste matter, fermen- 
tation, putrefaction, and gaseous distention, all re- 
sulting in occasional crises when the body arouses 
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itself to a supreme effort of evacuation resulting in 
loose movements. 


To sum up the symptoms and signs which I be- 
lieve will help us to arrive at an earlier diagnosis of 
rickets, I would place them in this order: (1) Ra- 
chitic flabbiness of muscular tissue; (2) rachitic 
breathing; (3) the atonic abdomen of rickets; and 
would repeat my statement, that we must consider 
the working out of the rachitic process rather than 
its results. If some sign of an unmistakable char- 
acter must be added to these three, let us add bead- 
ing of the ribs, the earliest and best and most fre- 
quently noted indication of bony change in rickets. 


Since we are convinced that bony changes are 
going on coincidently with other manifestations of 
rickets, it is cause for regret that the x-ray is not 
dependable as an aid in early diagnosis. Once the 
diagnosis has been established, the x-ray is useful in 
measuring progress under treatment. 


The attention of the medical, profession must be 
directed to the damaging after-effects of unrecog- 
nized and untreated rickets. For instance, the effect 
of rickets on the bony pelvis of the female results 
in a deformity which affects the adult and en- 
dangers the life of the child. In rickets, the weight 
of the body causes the sacrum to sink forward, so 
that the promontory tends to approach the symphy- 
sis, producing a shortening of the antero-posterior 
diameter of the true pelvis. Where lateral curva- 
ture complicates the problem, an oblique deformity 
is produced. In the very regions where rickets 
abounds, namely, in the temperate zone, dystocia, 
craniotomy and Caesarean section are most frequent. 


Again, softening of the bone of the upper maxilla 
which occurs in rickets is largely responsible for the 
arched palate, deflection or buckling of the septum 
and the consequent irritative phenomena which are 
contributory to hypertrophy of adenoids and tonsils. 
The adenoid facies, without question, should sug- 
gest a deeper lying cause than difficult or obstructed 
breathing. An unusual pliability of the bone should 
be presumed. 


The permanent teeth are affected by rachitic dis- 
ease as early as the second year, while they are being 
laid down in the jaw. The teeth affected are those 
whose calcium metabolism is impaired while the dis- 
ease is most active, namely, the central and lateral 
incisors, tips of the canines, part of the crown of 
the first molars. Defects of the enamel are also seen 
in malnutrition and acute diseases of childhood such 
as measles and whooping cough, producing pitting 
of the surface and early caries, which is different 
from the hypoplasia of the rachitic teeth. 


Early rickets is a considerable factor in cases of 
faulty posture. In the adolescent, perhaps as the 
result of increased rapidity of growth and disor- 
dered metabolism; in the school child, perhaps be- 
cause of the unaccustomed confinement; in the boy 
or girl with hypertrophied tonsils and adenoids, 
probably due to obstruction and toxic causes, we see 
the development of rounded shoulders, scoliosis, 
flattened chest, prominent abdomen, knock-knees 
and flat feet. In the third series, three cases of 
over two years of age were cases of this kind in; 


which persistent signs of rickets were discovered.’ ;’.’; 
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Undoubtedly, this factor in faulty posture has not 
been given due consideration. 


I have indicated only a part of the reasons why 
more attention should be given to the early diag- 
nosis of rickets. As I have proceeded with this in- 
quiry, my interest has changed from that of merely 
trying to ascertain to what extent rickets is clini- 
cally prevalent among us. This is very difficult to 
ascertain, at least in the present stage of apathy on 
the subject, and in view of the questions which 
naturally arise with regard to what shall constitute 
a diagnosis of rickets. How many of the accepted 
signs, which are many, must be present in any one 
case before it shall be considered a case of rickets? 
And when we have reached this.point there arises 
the more fundamental question of how to recognize 
the rachitic process in its early stages, before the ap- 
pearance of the bony and structural changes, which 
are its result. It is to this interesting and difficult 
question that I invite attention. 

1026 Marsh-Strong Building. 


DISCUSSION 


Dudley Smith (Medical Building, Oakland, Calif.) 
—Doctor Ramsay’s paper is of interest and his argu- 
ment is ingenious and suggestive. If his experience 
and inferences are supported by other observers and 
by his-own further experiences, then certainly his 
observations of respiratory peculiarity will bring a 
definite and valuable sign of early rickets to the aid 
of the practitioner. His observations on the incidence 
of rickets in California can be confirmed by anyone 
who deals much with chiltiren, and they are quite in 
line with the growing experience of clinicians every- 
where. 

Minor degrees of the disease are common in all 
regions, under all circumstances of life, and with all 
methods of feeding. The writer’s explanation of the 
beading of the ribs in rickets is ingenious, but I 
think improbable. 

Robert Hutchinson years ago stated that the 
bony changes in rickets could be epitomized in a 
phrase: “Overpromise and underperformance of bone 
growth”; that is to say, excessive production of carti- 
lage which fails to become adequate bone. The ex- 
planation would seem to be as true for the rib epi- 
phesis as for the long bones, and explains as well 
the bossing of the flat bones about their centers of 
ossification. 

Langley Porter says that it always seemed to him 
possible, in many cases of rickets, to identify the very 
early stages of the condition with that of the clinical 
picture described by Finkelstein as “balance disturb- 
ance,” but that the identification ought to rest on 
radiographic and chemical proof rather than on clini- 
cal, for there are many symptoms commonly ascribed 
to the rachitic process which are very often, if not 
always, due to some other agency. This is especially 
true of the Harrison groove, of curved tibia, and of 
cranio tabes. 

Doctor Ramsay is to be congratulated for his 
painstaking and stimulating attitude in the study of 
rickets in California. 


Doctor Ramsay (closing)—I have called attention 
to the prevalence of rickets in California. I have 


sought to emphasize certain early clinical signs of 
diagnostic value. In keeping with the spirit of pre- 
ventive medicine, we should endeavor to recognize 
and to treat rickets early in its course, in view of 
the costly deformities and incapacities which are the 
result of neglect. 
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THE. CORRECTION OF EXTERNAL 
NASAL DEFORMITIES 


By J. PAUL de RIVER, M. D. 


(From Eye, Ear, Nose, and Throat Section, United States 
Marine Hospital, San Francisco) 


In approaching the subject of corrective rhino- 
plasty, the essential point to be considered is the 
anatomical variance from the normal that warrants 
surgical correction. This clearly understood, to- 
gether with a thorough knowledge of the struc- 
tural anatomy and the application of rigid surgical 
technique are important factors. Having taken care 
of these essentials, the result in a large majority of 
instances will be all that can be hoped for, as in 
any other branch of surgery. 


The deformities encountered are varied: the 
hooked nose, the overhanging tip, the saddle-backed 
nose, the African nose and lateral deformities. 
Each in itself presents a distinct mechanical prob- 
lem to tax the ingenuity of the surgeon, who, be- 
fore attempting operative procedure, should examine 
the case from all angles, not only as to the mode 
and method of attack for the correction of the de- 
formity, but should thoroughly search for the etio- 
logical variation from normal. Anatomical varia- 
tions due to traumatism should be separated from 
those changes resulting from constitutional disease, 
such as syphilis, for by so doing much can be hoped 
for as to prognosticating the ultimate result. Dis- 
eased conditions of the para-nasal sinuses should be 
sought for, and rigid treatment carried out before 
undertaking operative procedure. 

The choice of the anesthetic is of no great im- 
portance. Local or general may be used with 
equally good results. However, I frequently am in 
the habit of leaving this question to the decision of 
the patient. For brevity I will outline the opera- 
tion as performed under local anesthesia. The 
operative technique is applicable to all forms of de- 
formities. The patient is placed in a semi-recum- 
bent position, and draped for operation. The cilia 
at the nasal vestibule are clipped with fine scissors. 
The mucous membrane of the nose is painted with 
10 per cent solution of cocain, to which is added 
a few drops of adrenalin chloride. The external 
nose is then painted with tincture of iodine, which 
is carried well over both cheeks, up between the 
eyes, and down over the upper lip, and the excess 
removed with alcohol. The next step is the 
cleansing of the interior of the nose. A swab of 
pure alcohol is inserted into each nostril and passed 
over the mucosa. The injections are then made, a 
one-half of 1 per cent novocain solution is injected 
subcutaneously beneath the.mucous membrane cov- 
ering the septum. This is done first on one side of 
the septum, and then on the other, The needle is 
then inserted in the region of the lateral cartilages, 
where further injections are made. The attention 
is next turned to the anesthetization of the external 
nose, where four injections are made: No. 1 di- 
rectly over the bridge of the nose; No. 2 directly 
on the tip; No. 3 and 4, respectively, on either side 
of the nose, well out over the maxillary bones. 

Having completed these steps the surgeon begins 
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by making an incision along the pyriform opening 
of the nose. Beginning at the nasal bone the in- 
cision is carried downward and outward through 
the mucous membrane and chondro-osseous junc- 
tion. A periosteum elevator is passed through this 
incision and inserted between the periosteum over- 
lying the nasal and maxillary bones, and the bones 
are swept mesially and laterally separating peri- 
osteum, subcutaneous tissue and skin from the bone. 
This freely liberates the entire area extending from 
the root of the nose over the nasal bones and su- 
perior maxillae. A second incision is then made, 
beginning at the lower end of the nasal bone; it 
is carried downward and forward along the an- 
terior edge of the septum to the tip of the nose. 
This incision is parallel to the bridge of the nose, 
and is carried through the cartilage up to the peri- 
chondrium overlying the nasal bridge; then by 
means of dissection the perichondrium and soft tis- 
sues over the bridge of the nose and lateral carti- 
lages are separated from the underlying bony and 
cartilaginous septum and lateral cartilages. A third 
incision is made from one nostril to the other. 
Starting at the tip of the nose at the end of the 
second incision, it is carried backward along the 
lower border of the quadrilateral cartilage to the 
nasal crest of the superior maxillary bone and 
through the mucous membrane and cartilage. The 
fourth incision is made through the lower lateral 
cartilage at the point where the cartilage bends 
upon itself. Having completed these incisions, one 
is able to correct all types of nasal deformities. 


SADDLE-NOSE OR FALLEN BRIDGE 


The operative procedure in this case depends 
upon the elevation of the nasal bones, together with 
the filling in of the depression with a graft of 
either rib cartilage trimmed to the desired size, or 
a portion of a turbinate bone. A chisel is intro- 
duced into the nose, and the nasal bones are de- 
tached freely from the frontal process of the su- 
perior maxillary bones and from the nasal process 
of the frontal bone. Elevation is then made suffi- 
ciently to raise the bridge of the nose. A piece of 
turbinate bone, denuded of all save its periosteum 
and trimmed to the proper size, is then inserted be- 
tween the anterior edge of the bony septum and 
nasal bones, and is maintained in place by means 
of a padded metal splint and adhesive plaster. 
Within three or four days the graft becomes fixed, 
and in four weeks complete organization as a rule. 

Humped or crooked nose is corrected by means 
of the saw and rasp operation. The nasal bones are 
shaved down to the proper level, and the protrud- 
ing bony and cartilaginous septum trimmed off 
with scissors or scalpel. The overlying skin is then 
moulded into position to overcome the widening 
which frequently results after the removal of the 
hump. By means of forceps the remaining portions 
of the nasal bones, with the frontal processes of 
the superior maxillary bones, are forced inward 
into the desired position; the splint is then applied 
externally to maintain them in place. 


LATERAL DISLOCATIONS 


Before attempting to correct this type of de- 
formity a resection of the anterior part of the bony 
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septum should be performed. This accomplished, 
the nasal bones, together with part of the frontal 
processes of the superior maxillary bones, can be 
dislocated by means of a chisel and then swung 


into the median line. Great care should be taken 
in exerting side pressure for fear of possible frac- 
ture of the cribiform plate of the ethmoid. 


In concluding I wish to say that the post-opera- 
tive care in these cases is of great importance. The 
results achieved will depend largely, not only upon 
the proper observance of asepsis during operation, 
but also upon the care of the nose during the con- 
valescent period. Much has been said for and 
against this type of surgery, but to quote the say- 
ings of a well-known European authority: “While 
outer deformities, like blindness and lameness, 
arouse our pity, a misshaped nose arouses ridicule.” 


DISCUSSION 


William J. Mellinger, M. D. (San Marcos Build- 
ing, Santa Barbara)—The correction of external 
nasal deformities is a very important subject and 
one that requires a great deal of highly developed 
surgical skill and artistic ability. In the first place, 
I always make a cast of the entire face and stereo- 
scopic photographs of different poses. These can be 
studied even though the patient is not present, and 
they serve as an exact record of the case which can 
be compared with the end-result. If a nose requires 
more than one operation, as is often the case, the 
pictures are taken at various stages to show the 
progress by steps. If the deformity is an acquired 
one, a photograph taken before the injury is of great 
advantage in judging what is required. 

De River makes the statement: “The choice of 
anesthetic is of no great importance.” I am greatly 
in favor of a general anesthetic, as the introduction 
of needles and solution in or near the field of opera- 
tion without doubt increases the danger of infection. 
A rib graft, if necessary, is accomplished more sat- 
isfactorily under general anesthesia. 


The interior of the nose should be made as nearly 
as possible surgically sterile, then packed beyond the 
incision line with iodoform gauze, which is left in 
the nose for several days. 

Concerning the graft—I first make a model of the 
proposed graft, of metal, which can be sterilized and 
inserted after the bed is prepared; by so doing the 
graft can be trimmed to the proper size. It is par- 
ticularly important that the graft be not introduced 
more than once; in other words, it should not be 
withdrawn after it is once in place. Forceps should 
always be used in handling the graft. The most 
ideal material is an autogenous graft from the rib. 
I am opposed to the use of the turbinate bone for 
the following reasons: (1) A normal turbinate 
should not be removed; (2) difficulty in preparation 
of the graft; (3) greater danger of infection. 


In humped noses, if the hump is not too sharp, a 
wedge of bone removed from the frontal processes 
of the superior maxillary, and the dorsum depressed 
to the proper level, gives the best result. This 
does not disturb the width of the dorsum. 


George Warren Pierce, M.D. (Flood Building, San 
Francisco)—In cases of humped nose with broad 
bridge, and this is the commoner type, I prefer to 
make an incision through the membranous septum, 
bringing the knife out through the base of the colu- 
mella. The columella is then deflected upward and 
a periosteal elevator is passed between the mucous 
membrane of the two sides of the septum and up 
over the nasal bones. After the subcutaneous tissue 
in this region is freed, narrow right-angled retrac- 
tors are inserted and the operator obtains a direct: 
view of all the structures to be attacked. With a, , 


216 


narrow sharp chisel a triangular section of the nasal 
.bones, with the base down, is removed from the 
median line, and as much of the upper border of 
the septum ag is necessary to obtain a corrected 
line of the bridge. The nasal bones are then frac- 
tured medialward, using a broadnosed hemostat, The 
above procedure accomplishes two things—the hump 
of the nose is removed, and the bridge is narrowed, 
avoiding the undesirable flattening and broadening 
of the bridge obtained by the rasping operation and 
which is especially noticeable with an already broad 
nose. Moreover, the operation is accomplished in 
a thoroughly surgical manner, as all work is under 
the operator’s eye and, most important of all, the 
danger of infection is minimized, as the nasal cavity 
is not entered at all. This avoids the necessity of 
packing, which is most uncomfortable to the patient 
and is attended with some danger, as it may favor 
a sinusitis. The resulting scar at the base of the 
columella is practically negligible. 


A suggestion regarding cartilage for transplant 
which some of you may have folowed, but which 
will bear repetition, is to bury the spare cartilage 
in the subcutaneous tissue of the abdominal wall. 
It remains there unchanged and obviates the painful 
reoperation for obtaining a new piece, if by any 
chance the first graft should fail. 


For maintaining the alignment of a laterally dis- 
located bridge after correction, I prefer to use a 
cap splint on the upper incisors with a strong, 
springy wire extending outward and then upward 
and terminating in a flattened vulcanite pad. The 
amount and direction of the pressure applied can 
be accurately controlled and can be easily and 
quickly changed. The apparatus is light and com- 
fortable and, in my experience, is superior to a 
plaster mold or an ordinary metal splint, from the 
standpoint of both the patient and surgeon. 


Doctor de River (closing)—The technique used by 
Pierce I think is very good. A similar technique, I 
believe, has been described by Major Gillies of Eng- 
land, and more recently by J. D. Lewis of Minne- 
apolis in a recent number of the “Annals of Otol- 
ogy, Rhinology and Laryngology.” The burying of 
cartilage in the abdominal wall in cases where there 
may be future use for the cartilage is advisable and 
is a custom that I have followed many times. Mel- 
linger mentions the fact that he always makes a cast 
of the face before operating; this, too, has been a 
routine procedure that I follow in all cases. I en- 
deavor to make a replica of the entire face before 
attempting any operative procedure; this enables me 
to study the case from all angles. On completion of 
the operation a recast is made. 

As to the choice of anesthesia I have not con- 
sidered this question of great importance, perhaps 
because I have done such a large number of cases 
under local anesthesia and feel that I can secure 
perfect anesthesia by the local method with a 
minimum of shock and risk to the patient. I quite 
agree with Mellinger regarding the withdrawal of 
the graft after it has been introduced; the avoidance 
of the practice lessens the chance of carrying infec- 
tion back into a sterile field. Forceps should un- 
questionably always be used when handling a graft. 
Too much cannot be said regarding the avoidance 
of digital manipulation of the graft. 


Conclusion—In all cases surgical judgment, cou- 
pled with an artistic temperament and an anatomical 
familiarity with the parts to be corrected, is the sine 
qua non of success. Whether using grafting bone, 
cartilage, or using celluloid as a supporting bridge, 
as suggested by some operators, matters not, pro- 
vided, the operator possesses the skill and patience 
required of all undertaking this type of surgery, for 
when the curtain falls at the grand finale the suc- 
>céss of the performance is judged by one word, and 
_ that is—results. 
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INFLUENCE OF PILLOW HABITS ON 
THE DEVELOPMENT OF THE 
UPPER “JAW * 


By HARVEY STALLARD, D. D. S., San Diego. 


INTRODUCTION 


A common facial deformation, due principally to 
pillow habits, is marked by a narrow upper jaw, 
a large mandible, a contracted palate, a narrow 
nose, and a deflected nasal septum. Since the dental 
arches and jaws form a great part of the. face, this 
type of deformity has been designated by dentists as 
“narrowed upper jaw,” “Gothic arch,” “V-shaped” 
or “church roof” palate, etc. Faces having such oral 
features are referred to as “dished,” “‘bell,” or “urn” 
faces. When the deformity is confined to one side, 
the cheek is flattened or depressed, making the face 
seem twisted or “lop-jawed.” The compression of 
one maxilla makes the jaws appear to close cross- 
wise, hence the malocclusion is called a cross-bite. 


OCCURRENCE OF THESE DEFORMITIES 


“Dished” and “twisted” faces are often associated 
with impeded speech and disturbed nasal respiration 
so that they were probably noticed by observers ‘of 
early times. However, earlier descriptions of oral 
or facial deformations have been so brief and indefi- 
nite that it is impossible to determine whether 
ancient writers refer to these two types of progna- 
thism. Their greatest frequency has been in the 
colder parts of the north temperate zone, occurring 
more often among those of English descent. They 
are found among Italians, Brazilians, Australians, 
Chinese, Filipinos, Russians, and to a more limited 
extent, perhaps, in all other civilized peoples. . 


THEORIES OF THEIR CAUSES 


Idiocy and Heredity—The first medical writers 
to discuss causes of these two malformations be- 
lieved they were symptoms of idiocy (Downs: 1871; 
Ireland: 1874). This assumption was combated by 
Kingsley (1879), who after examining many idiots 
of different nationalities, said that idiots had no 
more irregularities of teeth than any other class, 
and concluded that their oral deformities were due 
to family traits. 

Such malformations have been attributed to hered- 
ity because they are often traceable back in fam- 
ilies and in members of the same household may 
be strikingly similar. The most popular doctrine 
taught is that, through mixing of many races, a child 
would inherit large teeth from one parent and small 
jaws from another, or a small palate from one and 
a large mandible from the other. Another belief, 
once regarded as the most scientific, was that con- 
tracted palates and jaws result from . disturbed 
innervation, neurosis, and evolutionary reversions 
(Talbot: 1903; Ballenger: 1911). 

Rickets, Trauma, Mouth-breathing, and Endo- 
crine Disturbances Suggested—Rickets has been sug- 
gested as a cause by many writers (Bosworth: 1889 ; 
Ballenger: 1911), but it was early denied by Shaus 
(1887). Bosworth believes many contracted palates 
were due to mouth-breathing, which, he imagined, 
was caused by partly occluded nostrils resulting 


* Read before the San Diego County Medical Society, 
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from inflammation following accidental trauma. 
Wallace, enlarging upon the influence of mouth- 
breathing and poor mastication, stated that constant 
mouth-breathing allows the tongue to lie in the floor 
of the mouth, away from the palate, so that its lat- 
eral influence is less than that of the cheeks; this, he 
claimed, atrophies the upper jaw and overdevelops 
the lower, so that with poor mastication and infre- 
quent closure, the upper teeth and their alveolar 
processes developed downward unrestrictedly, re- 
sulting in long teeth and the high, narrow palate. 
Recently, disturbed endocrine organs have been held 
responsible for oral deformities. 


Mechanical Explanations of Their Development 
—Farrar (1888) believed a cross-bite was due to 
one of the following causes: (1) incorrect antagon- 
ism of teeth, (2) a too short ramus of the mandible 
on one side, and (3) a faulty location of the glenoid 
fossa. Angle (1911) attributed the beginning of 
these deformations to the child sucking the cheeks 
habitually, but the development (1907) to the per- 
verted forces transmitted through the teeth. 


Pillowing on the Face in Infancy Suggested— 
Marshall (1913), reporting correction of a badly 
deflected nose, so often characterizing “twisted 
faces,” suggests pillowing on one side of the face 
in infancy as a cause. Case (1921) attributes de- 
velopment of cross-bites to infants lying and nurs- 
ing too much on one side of the face. 

The.writer’s attention’ was called to cross-bites 


in 1918 by John C. McGuire, D. D.S., who sug- 


gested that they were caused by pillowing always on 
the same side in infancy. In 1920 Angle suggested 
as the cause the child’s habit of pillowing its cheek 
on a hand. The same year Spencer Atkinson, 
D. D.S., reported a case in which he had observed 
this method of pillowing to be a causal factor. 


INVESTIGATION OF PILLOW HABITS 


Location of the Work — This account is based 
upon studies of several hundred subjects of South- 
ern California which were found in schools, pre- 
school clinics, industries, hospitals, homes, asylums, 
streets, private practices of Los Angeles and San 
Diego. 

Method of Investigating—At first the writer re- 
lied on what the patients said about their method 
of pillowing. Among the first patients examined 
was one having a much contracted palate. His 
mother said he always slept on his abdomen, keep- 
ing his fists under the pillow with the knuckles up- 
ward and resting his cheeks alternately on the 
mounds made in the pillow. On each side, the 
arrangement of his upper teeth showed the imprint 
of his knuckles. Other patients having cross-bites 
admitted pillowing their cheeks most of the night 
on a hand or arm. When a parent did not discover 
the habit, a visit was paid the child’s bedside. The 
most convincing evidence was obtained by studying 
sleeping children. Subjects having nearly normal 
jaws do not have these pillow habits. 

General Evidence—The main fact to interest the 
writer in these two types of malformations was 
their frequent return to former conditions even 
when treated by the best of orthodontists. Correc- 
tive treatment is often prolonged by the orthodon- 
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tist working unaware of the habit; when it is dis- 
continued treatment is rapid. No matter how well 
treated and mechanically retained, the teeth will 
return to their former alignment if the habit is not 
stopped, but where it is broken the treatment is 
successful. 

It is possible to identify these malocclusions by 
the contour of the faces, to diagnose pillowing habits 
by the arrangement of the teeth, and to predict the 
kind of deformity by knowing the habitual malposi- 
tion of the face during sleep. 

Origin of Wrong Pillow Habits—Many histories 
show that a child, when compelled to lie for a long 
time on one side, on account of an abscess, injury 
or burn on the other side of the body, will vary his 
position to obtain rest and will occasionally put the 
hand between the cheek and pillow. Some began 
the habit during long attacks of pneumonia and 
pleurisy. The habit is sometimes associated with 
sucking of thumbs or fingers. A patient having a 
bilaterally constricted palate started the habit after 
becoming bedfast through infantile paralysis. A 
woman suffering in early childhood from conjunc- 
tivitis, procured most comfort during the day by 
burying the forehead and eyes in a large pillow; by 
resting the cheeks on her hands, she prevented 
smoothering, but started the habit. 

Its beginning cannot always be traced to an ill- 
ness, abscess, burn, or injury, or even to a change 
in bedding or position of the bed. Some attribute 
its commencement to face-pillowing initiated by par- 
ent or nurse. The following shows how open to 
suggestion a child is: One day a child was shown 
some photographs of children pillowing their faces 
on their hands; she was impressed and began the 
habit, which her mother stopped only by determined 
efforts. , 

It is impossible to find a constant relation between 
the effects of these habits and rachitis and, con- 
versely, evidence that rachitic children are predis- 
posed to such habits. When they appear in mem- 
bers of a family, those affected have similar pil- 
low habits. It seems reasonable that the habit is 
handed down by instruction or imitation, rather 
than through heredity. 

Observations on the Development of the Habit— 
Some infants who habitually sleep on their bellies 
have shown marked effects of pillowing on the 
hands. Older children and many adults, among 
them several dentists, with more pronounced mal- 
formations, observed while asleep, were found pil- 
lowing on their hands or arms. The most typical 
V-shaped palate found was in a physician who sleeps 
on the abdomen, resting his cheeks alternately upon 
mounds in the pillow made by his arms, one of 
which he keeps under the pillow at a time. When 
he was a child a dentist tried to expand his upper 
jaw by transverse jackscrews, but so much pain was 
caused at night that treatment was abandoned. 
Men of 65 or more having cross-bites were found 
pillowing on one side as in infancy. These habits 
originate early in life amid many different condi- 
tions, continue often through adolescence and into 
advanced age; in only a few did the habit start 
after the twelfth year. 


The Inertia and Nature of the Habit — Many 
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Figure 1--A typical cross-bite, unilateral constriction of the upper jaw. 


times while studying sleeping children the writer 
tried to make them rest directly on the pillow, but 
no matter how sound asleep, they resist change and 
replace the hand to its habitual position. When 
told, while awake but unaware that they are being 
experimented upon, to lie first on one side and then 
on the other, their habitual pillowing habits domi- 
nate. Patients lying on the normal side, when told 
to turn over quickly, usually select the habitual pil- 
lowing method, automatically placing beneath the 
deformed cheek the preferred arm or hand. Com- 
fort for these patients is obtained by indulging the 
habit; on requiring discontinuance of the habit, dis- 
comfort and a few sleepless nights will be expe- 
rienced before they become adapted to new positions. 
Since pillowing is comfortable and habitual, it has 
great inertia. 

Amount of Force and Length of Time It Acts— 
Children are in bed fully half of their lives; if they 
lie on their faces much, development of the jaws 
will be repressed. Any small constant external force 
will. in time produce damaging imbalance in such a 
complicated organ as the mouth. But we have here 
a force, derived from the weight of the head, act- 
ing on the plastic bones of childhood throughout the 
greater part of each twenty-four hours, and, as case 
histories show, many children suffering from these 
deformations have been confined to bed for longer 
periods during which the force has continued for a 


greater time. It is well known that a letter-carrier’s 
spine becomes deformed by carrying bundles con- 
stantly on the same shoulder. Similarly, facial de- 
pressions may be developed by pillowing the face 
habitually upon hard objects. 

Normal Breathing and Vigorous Mastication In- 
sufficient—If a normal breather pillows alternately 
on his right and left arms, he may have both dental 
arches narrowed, or if infants rest habitually on 
just pillows, their deciduous dental arches will be 
narrowed and their permanent anterior teeth will be 
rotated and “bunched.” Parents have been*known 
to give their children hard foods, remove their ton- 
sils and adenoids, taking every precaution to avoid 
malocclusion except preventing face-pillowing, yet 
their children have narrowed dental arches and 
crowded anterior teeth, due principally to pillow 
habits. 

When teeth are fully erupted and interdigitate 
normally, the tongue, filling the mouth cavity, 
presses outward on them, the alveolar processes and 
the palate, while the lips and cheeks bind the struc- 
tures on the outside, preventing too great expansion. 
If the mouth be closed most of the time, or during 
swallowing, so that the opposing cusps interlock, the 
muscles of mastication and the hyoid muscles keep 
the lower jaw in position, indirectly protecting the 
upper dental arch against pillowing. While pillow 
habits damage the normal arrangement of teeth, 


Figure 2—A typical bilaterally constricted upper jaw, a Gothic arch. 





May, 1924 


Figure 3—Effect of pillow force on the upper incisors. 


even when breathing and swallowing are normal, 
greatest damage is done to a mouth-breather before 
the age of six, since worn, deciduous teeth, by not 
locking firmly, afford the jaws very little inter- 
maxillary bracing. . 


Relation of Mouth-breathing to the Deformities 
—Masticatory forces are responsible for the main 
development of the face; if not suspended for long 
intermissions by mouth-breathing they protect the 
face from being indented. The unexhausted boxer 
keeps his jaws firmly clenched, for it requires only 
a slight jar on a depressed jaw to cause discomfort 
or to stave in upper teeth when the mouth is open. 
Breathing through the mouth at nights, so common 
among children of congested cities, suspends the pro- 
tection afforded the upper jaw by occlusion; if dur- 
ing sleep the head’s weight presses the cheek upon 
a hand, the alveolar process will be deformed. In 
mouth-breathers, the mandible moves to one side in 
pillowing, but the upper jaw being immovable and 
unsupported by any muscle cannot escape the pres- 
sure. Children having this habit often do not close 
their teeth in swallowing, but tuck their tongues out 
between the front teeth to effect air-tight closure 
necessary for deglutition. In this the tongue can- 
not maintain the normal width of the upper jaw, 
and even where there is no perversion of tongue 
forces, the palate is contracted by the pressure. 
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Variety of Wrong Pillowing 
Habits. — There are numerous 
varieties of wrong pillowing 
habits. Perhaps the most. com- 
mon is illustrated in Figure 1, 
where the wrists and forearm are 
placed between pillow and cheek. 
This habit presses in all the 
upper teeth from the canine back, 
producing the typical cross-bite. 
When the hand alone is em- 
ployed, the malocclusion is lim- 
ited to fewer teeth, principally 
molars and bicuspids. In rare 
cases the child may suck the 
thumb or finger of one hand and 
rest its face on the back of the 
other, which produces constric- 
tion ot the upper jaw on one side and an arrange- 
ment of incisors to accommodate the thumb. Fig- 
ure 2 shows a child who lies on the abdomen and 
pillows on the back of one hand and an arm; when 
she turns over she assumes a similar position;. the 
arrangement of the teeth shows the effect on the 
upper jaw. A child may lie on the abdomen, keep- 
ing one hand on top and the other underneath the 
pillow, with the cheek on the one above, and on 
turning over exchanges hands. In such a case one 
side is usually favored. In simple oral deformities 
where the hands are kept under the pillow or where 
the pillow is rolled, both dental arches are narrowed 
as in Figure 3. Figure 4 shows the effect of a pil- 
low habit on the arrangement of incisors. Thus, 
the hands may be kept under the pillow or under 
the cheek or one in each place. The variations in 
breathing habits, together with those in pillowing, 
make the descriptions, classifications, and diagnoses 
of sleeping postures complicated. 


>. SREY 


CONCLUSIONS 


The writer would like to emphasize from a den- 
tal standpoint the sound advice given by careful 
pediatricians, namely, that infants invariably rest 
more contented on the cool, straight hair mattress 
than on or in a hot depressed, ill-ventilated feather 
bed and pillow, and that constant turning is con- 
ducive to the highest cranial symmetry. So far as 


Figure 4—The upper jaw is more pointed and narrow than the lower, the child uses two pillows, breathes through 
the mouth and while lying on the stomach turns from side to side. 
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the denture is concerned, various postures can be 
safely assumed if pressure is not applied to the face, 
if breathing ig normal and both hands and arms are 
kept away from the head. It is best to make a child 
lie straight, first on one side, then on the other, 
pillowing on the cranium, health permitting. The 
highest oral symmetry may be obtained by the baby 
resting part time on the back, then on the sides, and 
seldom on the face, in the absence of pillow or its 
substitutes. Pillow habits originate in many dif- 
ferent impulses and amid many different conditions 
of child life. Whatever habit is acquired in infancy 
is apt to be continued indefinitely and be reflected 
in the various upright postures. Any sort of facial 
pillowing is to be discouraged, for it is responsible 
for at least 20 per cent of oral deformations, the 
most marked. malocclusion being the result of pil- 
lowing on parts of the upper extremities. 
Spreckels Building, San Diego, Calif. 


DISCUSSION 


Robert G. Sharp (Watts Building, San Diego)— 
Notwithstanding the fact that careful pediatricians 
habitually advise mothers to bed their infants on cool, 
straight hair mattresses without pillows, it behooves 
not only these careful pediatricians, but all medical 
men who give advice to young mothers to carefully 
read and make use of the investigations and conclu- 
sions set forth in this paper. I heard Stallard give 
his original paper on this subject and have followed 
his work with interest and enjoyment. There is no 
question but what this is a very much worthwhile 
piece of research. Doctor Stallard’s investigations 
have extended over a long enough period of time, 
and he has considered enough cases to make his 
conclusions of real scientific value. These conclu- 
sions with a modified terminology should be so im- 
pressed upon every mother before pillowing habits 
are formed, that she will see to it that there takes 
place no facial deformations in her offspring. While 
there is no doubt but what other factors enter into 
the productions of facial deformations, the writer has 
emphasized not only one of the important ones, but 
what is more to the point, one which lies entirely 
within our control. 

Of particular interest is the truly scientific spirit 
in which Stallard has pursued his researches. Far 
into the night has he stolen upon his unsuspecting 
victims and observed them all unaware in their nat- 
ural habitats. 


Arteriosclerosis in Thyroid Deficiency—Arthur M. 
Fishberg, New York (Journal A. M. A., February 9, 
1924), asserts that various anatomic, experimental 
and clinical findings point to loss of the thyroid 
secretion having among its consequences injury to 
the vascular system. This connection seems to be 
definitely demonstrated in the case reported by him. 
The patient presented two seemingly discrete symp- 
tom complexes, an anatomic equivalent for each 
being found at the necropsy: (1) A hypertensive 
syndrome with a diastolic blood pressure of 135, car- 
diac hypertrophy and cerebral’ hemorrhage; corre- 
sponding to this there was found at the necropsy 
generalized arteriosclerosis and beginning primary 
contraction of the kidnéys. (2) Sudden onset of adi- 
posity of a peculiar distribution with retardation of 
skeletal and more particularly genital development, 
as well as abnormal distribution of hair. These phe- 
nomena point unequivocally to an endocrine disturb- 
ance, and at necropsy there was found a very exten- 
sive atrophy of the thyroid gland, with no other 
evident anomalies of the endocrine organs. In this 
case not only were the larger vessels atheromatous, 
as in the ordinary senile arteriosclerosis, but also the 
arterioles in the various organs were thickened. 
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TOXIC DERMATOSES 
By O. V. SCHROETER, M. D., Los Angeles. 


The term toxic dermatoses would embrace all 
lesions of the skin caused by toxic matter. I shall 
confine my remarks to but a certain group of these. 
affections which are of an endogenous nature. In 
such the changes in the skin are, therefore, but im- 
prints on that outpost of the organism, the cutis, of 
a turbulence within the same. These manifestations 
are really as much an afflliction, yea more so, of the 
whole organism than of the skin itself. These der- 
matoses are the pictures on the skin produced by 
toxic substances in the blood, the result of pathology 
in the terminal circulation which finally gives up to 
the light of day an evidence of the organism’s re- 
action. 

As with surgery, much that now finds place in 
dermatology by virtue of pre-eminent symptoma- 
tology and location, as well as by virtue of our igno- 
rance of the finer changes in the highest realm of 
pathological chemistry and anatomy, will, with a 
later day become a part of mother medicine herself. 
We must remove what we cannot cure. Urticaria 
is but a symptom, as is asthma, as.is purpura, as 
are the exanthemata. The latter, too, are toxic der- 
matoses, but belong more to clinical medicine. 

The group I desire to consider here is one of very 
great interest. There are two or three ways of 
grouping its members. A simple and practical way 
is by that of degree. 

The Urticarias—This is the mildest dermic toxic 
manifestation. Its characteristics are familiar to all 
of you. There is a classic entity called the wheal— 
a pinkish or pinkish-white, irregular, more or less 
hard, elevation with the subjective symptom of itch- 
ing and the marks of skin insult by scratching. 
There is no inflammation in the complete sense. 
Suddenly there has come into the terminal circula- 
tion a toxic material which has caused an angioneu- 
rotic condition. Recent investigation goes to show 
that, contrary to former belief, the capillaries have 
the ability to contract, become smaller on high in- 
ternal pressure and take on various abnormal shapes, 
uneven dilation and contraction in angioneurotic 
conditions. This ability to contract is now found 
to be by virtue of fine branching muscle cells which 
encircle the tube and which, on contraction, tend 
to close the lumen; these are the Rouget cells. 
Formerly, capillary contractility was explained in 
terms of endothelial swelling. It is found the Rou- 
get cells receive fibres from the sympathetic—stimu- 
lation causing contraction, and section—dilation. 
Dilator fibres run along the posterior route which 
explains, by reflex, the phenomena of herpes zoster. 

The histo-pathology of urticaria is simple. I 
quote from Ehrmann: “The histologic examination 
of a wheal gives as the basis of the process an edema. 
The lymph vessels are widened. The fine fibrillary 
striping of the connective tissue disappears. The 
tiny vessels of the superficial - plexus appear con- 
tracted, and those of the lower plexus widened and 
filled with blood. The epidermis is normal and the 
interspinal spaces show no widening.” 

There we have it—an anaphylactic reaction act- 
ing on the sympathetic innervation of the terminal 
vascular system causing localized dermic edemic 
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spots. In the morning they are gone. Toxemia has 
here its mildest manifestation. Anaphylaxis, Rose- 
nau defines as “a condition of unusual or exagger- 
ated susceptibility of the organism to foreign pro- 
teins.” We see the reaction of urticaria after the 
injection of the various serums and after absorp- 
tion of certain food products. The dark curtain 
falls when we seek to understand the finer chemis- 
try of these substances swept by the plasma into the 
terminal circulation of the skin. 


In the urticarias we have, therefore, as Auspitz 
states, a dermatosis with the character of a wide- 
spread disturbance of vascular tonus, together with 
more or less pronounced inflammatory raising of the 
skin surface. When from bacterial or other toxins 
we have a severer reaction, we enter the acute in- 
flammatory stage characterized in a general derma- 
tologic way by the term: 


Erythema—Scarlet fever might be called general- 
ized erythema, an erythema caused by the toxins of 
a group of the pus cocci as yet not definitely isolated. 
There are flat red patches as the simplest manifesta- 
tion, often caused by drug or food poisoning. In 
the type known as erythema multiforme there is 
conglomeration of papules, wheals, and vesicles local- 
ized on the hands, the feet, the mouth—in other 
words, the more distant areas of the terminal circu- 
lation. 


The histopathologic picture now passes from sim- 
ple angioneurotic swelling to actual inflammation. 
There is a dermatitis. The-reaction is more severe, 
ergo, the toxin was greater in severity. There is 
edema, the intercellular spaces are widened, the epi- 
thelial cells swollen and enlarged. About the ves- 
sels of the rete subpapillare,-as well as about the 
capillaries in the papillae, there is an inflammatory 
infiltrate. 

Symptomatically, we will find itching and burn- 
ing; the patient will or will not have, depending on 
the character of the offending toxin, fever, malaise, 
joint pains. 

There will not be an overnight amelioration. We 
have no longer simply angioneurosis; we have vas- 
cular insult, infiltration-exudate and through days 
or weeks of a nuance of red, purplish coloration, 
an eruption of this character will gradually subside. 
If it is seasonal, the toxemic manifestation will re- 
turn periodically. We have more than a problem in 
dermatology; we have a problem, and a deep one, 
in internal medicine. What and where is the toxin? 
I confess, at times, the problem has been baffling. 
A recent case in a husky truck driver defies solution 
as to source of the bacillary or protein or chemical 
toxin. 

Beyond angioneurosis and inflammation, there is 
conceivably one further degree of histopathology in 
this classification of toxic dermatoses. In the urti- 
carias, we have shown the existence simply of loss 
of vessel tonus and some edema, and in the erythe- 
mas we have shown vessel congestion, exudation and 
vessel-wall insult, but with good repair in both cases 
in reasonable time. Let us step a grade further in 
the inflammatory category, and we have the serious 
pemphigus type—the inflammatory edema raising 
the upper surface of the skin. 

But beyond actual inflammation, there is a fur- 
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ther grade. of actual hemorrhage into the skin, a 
total breaking down of the vascular wall as a bar- 
rier between the tissue of the skin and the vessel 
itself. ‘This type embraces the 


Purpuras—The day has passed when purpura has 
been conceivably of a neurotic etiology. It is always, 
except in the simplest types, gravely toxic, even if it 
does not eventuate in death. To this class belong 
peliosis rheumatica, the purpuras following the septic 
fevers, and purpura hemorrhagica, that fatal condi- 
tion which defies solution as to etiology. 


Clinically, the patients present a serious, some- 
times terrifying picture. Purplish red spots appear 
on the extremities only or all over the body, and 
with or without bleeding from the gums, the kid- 
neys, and even into the brain. Although the latter, 
as if nature would conserve, is almost always spared. 
The systemic disturbance may show fever, arthritis, 
the symptoms of a grave septic infection, or the 
patient may appear with a widespread purpura in a 
state of surprising well-being, save for the weakness 
attendant on loss of blood. 


The histopathology is simple. There is the pic- 
ture of exudation of the blood itself into the tissue. 
Between the connective tissue fibers we find red 
blood cells and the broken-down products of the 
hemoglobin which, of course, accounts for the 
nuance of red, yellow, and green in the spots on the 
skin. Endarteritis and thrombosis is seen, and in 
some cases an actual rupture of the vessel wall. 
The picture gives, of course, no clue as to cause. 

Sternberg has recently among many others made 
studies of the blood pictures which have focused in- 
terest in this type of skin disorder. He has divided 
the purpuras into (1) those with fever and ana- 
phylactic manifestations and a normal proportion of 
blood platelets, and (2) purpura without fever, but 
with thrombopenia. Much attention has been given 
the role of the blood platelets. Their possible role 
with regard to the coagulability of the blood in these 
cases has been gone into, and with the result that 
we find we still are ignorant as to the finer changes 
which eventuate in this phenomenon. It is stated 
that the blood platelets are an important source of 
prothrombin which is required for the formation 
of thrombin. Coagulation equals a combination of 
fibrinogen and thrombin. 

Now, strange to say, in purpura hemorrhagica, 
the coagulation time of the blood is not prolonged 
or is prolonged very little. Prolonged clotting does 
not run parallel with reduced platelets. While the 
normal platelet count is 200 th to 400 th, it may be 
reduced to as low as 60 000 in severe pur hem. 
The amount of bleeding, too, is not always paral- 
leled by the reduction. But the characteristic thing 
about the clot in purpura hemorrhagica is that it 
does not retract in the normal manner. While the 
factor common to all cases of prolonged bleeding, 
hemophilia and the purpuras, is not known, a dimin- 
ished platelet count is nearly always present in pur- 
pura hemorrhagica. Thrombopenia alone does not 
explain the hemorrhages, but there is another fac- 
tor—anaphylactoid, toxic and, as in scurvy, defi- 
ciency diet as the basic cause. What is the blood 
chemistry here? What fine changes occur in the 
constituting substances of the plasma or what mystic 


222 


toxins elusive to our touch and present powers are 
swept into the finer circulation to make this grave 
dermatologic picture? These are questions yet to be 
solved. When they are solved the putpuras will 
know a different name and will have joined mother 
medicine. 


1002 Union Bank Building. 


DISCUSSION 


Moses Scholtz (Brockman Building, Los Angeles) 
—The subject presented is of great interest both to 
the dermatologist and to the internist. I wish to 
acknowledge a splendid presentation of the pathol- 
ogy of various grades of skin reactions to toxins. I 
am in thorough accord with the basic idea of the 
paper, that various toxic dermatoses are merely skin 
reactions to some systemic irritant or toxin, infec- 
tious or metabolic in origin. I heartily endorse the 
attitude of the writer emphasizing this special point 
of view over merely technical morphologic differen- 
tial diagnosis of various clinical types of dermatoses 
belonging to this class. 

I am particularly glad to have the author advance 
the idea that scarlet fever dermatologically is not an 
independent entity but merely a generalized infective 
erythema caused by a specific but as yet not identi- 
fied micro-organism—the idea which I had advanced 
in 1918 in a paper written on this particular subject. 
While I fully realize the great clinical importance 
and enormous clinical domain occupied by toxic der- 
matoses, I wish to say, in the light of my experience, 
that the general practitioner is inclined to overrate 
the frequency of occurrence of systemic dermatoses 
over the local, and is often tempted to see systemic 
dermatoses in skin lesions purely local in origin, such 
as parasitic dermatoses, streptococci infection, vari- 
ous types of tinea, particularly of eczematoid type, 
insect bites, etc. 

Kendal P. Frost (831 Pacific Mutual Building, Los 
Angeles)—Doctor Schroeter has struck a very im- 
portant point in drawing attention to the general 
medical aspects of dermatology as a specialty. His 
examples of the toxic groups are the outstanding 
ones. There is, however, with the exception of the 
new growths and the dermatoses which are recog- 
nized of external origin, a profound influence from 
internal sources. Dermatology is a branch of internal 
medicine and can exist only as such, and its exist- 
ence is fully justifiable with the tremendous growth 
of our knowledge and the tremendous detail which 
every man must hold. To intelligently follow the 
science of medicine now we must limit ourselves to 
one field, otherwise it cannot be done. 

Thus, Mother Medicine has a number of children, 
all of them intimately related and interdependent 
and all dependent on the mother herself, but each 
one should be strong enough to stand alone. 


Albert H. Rowe (119 Thirteenth Street, Oakland) 
—Doctor Schroeter emphasizes the fact that skin dis- 
eases are often manifestations of fundamental bodily 
disease. It is true that these general disturbances are 
vague and difficult to understand. This fact, how- 
ever, emphasizes the great outstanding challenge to 
dermatologists, which is the true basic etiology. As 
dermatology exists today, many of the diseases are 
merely catalogued according to symptoms and em- 
piric treatment only is suggested. Investigations 
which will yield basic and scientific information as 
to etiology are tremendously needed. Allergy as it 
has unfolded itself in fhe last few years is certainly 
shedding light on the etiology of some of the syn- 
dromes of dermatology. Most of this information 
has come through the investigations and clinical re- 
searches of internists, which again shows the imme- 
diate relation dermatology bears to internal medi- 
cine. Today dermatology cannot be practiced suc- 
cessfully without the aid of allergic skin-testing and 
desensitization. Thus a dairyman recently came com- 
plaining of a severe eczema during all the year ex- 
cept the winter. This was localized to his face and 
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hands: Skin tests with animal :hair proteins were 
negative. However, testing with some sixty different 
pollens to which he was ,exposed, showed positive 
reactions to bermuda and: barley pollens. His cows 
were eating bermuda grass in the pasture, and barley 
hay in the barn. Desensitization to these pollen pro- 
teins has afforded complete relief. 


Ernest H. Falconer (Fitzhugh Building, San Fran- 
cisco)—Doctor Schroeter’s paper is conceived along 
broader lines than those of anatomical distribution 
and morphology. This broader conception is due te 
advances along the lines of biochemical research and 
studies on sensitization and anaphylaxis. It brings 
into the foreground suggestions that must be worked 
out and translated into facts by groups of workers 
composed of physiologist, pathologist, biochemist, 
and bacteriologist. Their isolated facts and observa- 
tions must then be collected and correlated by the 
internist and the dermatologist and the collected data 
applied to the problems of etiology. This means a 
large order for dermatologist and internist, for it 
demands a broad training, constant study and the 
development of-a critical faculty for using informa- 
tion that will be of help in solving their problems. 
In the matter of the purpuras, for example, it has 
been suggested by recent data at our disposal that 
idiopathic purpura hemorrhagica is a true platelet de- 
ficiency disease, or a thrombopoenia. It was thought 
that the spleen took on the aberrant function of de- 
stroying the platelets in an abnormally rapid manner. 
The suggestion for splenectomy was obvious. Yet 
after such an operation, the platelets were found to 
rise first to a nearly normal number, but gradually 
to fall again until they reached a point at which we 
expect hemorrhages to recur. Apparently, however, 
they do not recur. An explanation which seems ten- 
able is that the spleen elaborates some toxin or sub- 
stance which acts on the capillaries, making them 
abnormally permeable. When the spleen is removed, 
the capillaries again return to a condition capable of 
holding the formed elements of the blood sufficiently 
intact so that red corpuscles do not permeate into 
the skin and mucous membranes. We are, however, 
just arrived at a point where the pathologist, the 
physiologist, and the biochemist must take up the 
problem. For the present, however, is the derma- 
tologist prepared to make a diagnosis of idiopathic 
purpura hemorrhagica and on the basis of that diag- 
nosis to advise his patient to seek relief in splenec- 
tomy? If he should shift this responsibility to the 
internist, is the latter prepared to make the neces- 
sary platelet counts and blood studies to prove the 
diagnosis and assume the responsibility of advising 
a splenectomy? These questions are worth thinking 
about and should stimulate our enthusiasm to study 
disease as applied to the body as a whole and not to 
isolated portions. 


Doctor Schroeter (closing) — Of the specialties, 
none is so closely bound to general medicine in some 
of its aspects as is that of dermatology. No specialty 
is more ruthlessly abused and less understood by the 
general profession. Many diseases are cutaneous be- 
cause the outstanding symptom is written on the 
skin, like pellagra, ‘but many skin entities are the 
outstanding symptoms of as yet unknown diseases. 
Progress in the discovery of these pathological con- 
ditions lies in the direction of a study of the finer 
disturbances of metabolism and blood chemistry. . . . 
The dermatologist should be more frequently con- 
sulted as to the character of a particular eruption, 
with a view to ascertaining, first, if it really has an 
internal basis and, secondly, if so, the probable 
source. Recently a case of harmless pityriasis rosea, 
a type of exogenous skin disease, and likely to be 
overrated by the general man as Scholtz points out, 
was put in a room with cases of infectious exanthe- 
mata. 


A dermatosis is a very important matter to the 
patient and always means a disturbance. Medically, 
the types of dermatoses here mentioned are very im- 
portant and offer a fertile field for research. Fal- 
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coner’s citation of effect of splenectomy on blood 
platelets is very interesting. Barrow of Los Angeles 
recently called my attention to the discovery of cer- 
tain intestinal protozoa in two cases of erythema 
multiforme. Frost and Rowe have both emphasized 
the intimate relation of internal medicine to these 
dermatoses. 


SKIN SYPHILIS ASSOCIATED WITH 
INFLAMMATORY SKIN 
DISEASES * 


(A REPORT OF THREE CASES) 
By KENDAL P. FROST, M. D., Los Angeles. 


The factors underlying active syphilitic processes 
have been much discussed of late. Moore and others 
have added considerably to the spirachete strain 
idea. Klauder has written concerning the determi- 
nation of late syphilitic lesions by trauma. It has 
long been recognized that trauma plays a large part 
in localizing syphilitic process. This is true of the 
skin as well as the organic manifestations of the 
disease. Inflammatory processes directly preceding 
syphilitic processes are not uncommon. 


Three cases have come under observation in which 
an inflammatory skin condition closely preceded and 
apparently excited the development of cutaneous 
syphilis and seemed to a certain extent to determine 
the type of the syphilitic lesions. 


Case I—Miss N. K., 26 years of age, white. Had 
had trychophytosis corporis and was cured except 
for one lesion on the chin which had not yielded to 
treatment. She was referred for a diagnosis of this 
lesion. It was a somewhat boggy, inflammatory node 
about 2 cm. by 3 cm. on the side of the chin. The 
Wassermann reaction was negative. There was no 
history of previous manifestation of lues, and the 
history otherwise was negative. Soothing applica- 
tions were made to this lesion, and after about two 


weeks it assumed the appearance of a typical circi- - 


nate nodular syphilide. Three-tenths gms. arsphena- 


mine was given, and a week later the lesion was 
healed. 


Case II—Male, age 35. This man had been diag- 
nosed as luetic about a year previous on the basis of 
a weak positive Wassermann reaction. He received 
a small amount of treatment then. Under our ob- 
servation, the evidence did not seem sufficient for a 
diagnosis of syphilis, repeated Wassermann reactions 
being negative, and no signs were found on physical 
examination. He had a troublesome herpes progeni- 
talis, and during treatment for that developed an epi- 
dermophyton infection on the sole of the foot, from 
which fungi were demonstrated microscopically. He 
was given a Whitfield ointment and returned a week 
later with a small, punched-out ulcer at the site-of 
each group of vesicles in the infected area. The 
Wassermann reaction taken then was positive. The 
ulcers and the herpes healed rapidly under anti- 
syphilitic treatment. 


Case III—Mexican woman, age 28, married. Good 
history not obtainable on account of language diffi- 
culties. The skin trouble had been present for sev- 
eral years and occupied the bridge of the nose and 
the upper cheeks. The lesion on first glance was a 
typical lupus erythematosis of the butterfly type. 
On closer observation small nodules and deep pitted 
scars were seen, especially in the margin. Her Was- 
sermann reaction was positive. Under treatment the 
nodular portion quickly healed and the inflammatory 
part remained active to a slight degree for some 
time, although it eventually healed under no other 
medication or treatment than the anti-luetic. In this 
case there is some possibility that the entire process 


*Read at Section of Dermatology, State Medical 
Society; San Francisco, 1923. 
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is syphilitic, but the fact that it healed over a period 
of some months lends strength to a diagnosis of 
lupus erythematosis associated with syphilis. 


As short a series of cases as this proves nothing. 
They are presented merely for the purpose of re- 
cording them and drawing attention to the fact that 
local inflammatory processes may produce a locus 
minoris resistenciae wherein latent syphilis may be- 
come active. 

Pacific Mutual Building. 


DISCUSSION 


Ernest Dwight Chipman (391 Sutter Street, San 
Francisco) — The cases recorded by Frost are ex- 
tremely suggestive. They agree with what all of us 
must have observed, viz., that traumatism may un- 
doubtedly be the determining factor in the outbreak 
of lesions in syphilitic subjects. 

I have recently treated a serpiginous ulcer of the 
leg in an individual who, for twenty years, has had 
an infection with no clinical signs, but in whom a 
blow on the shins caused typical syphilitic lesions. 

The doctrine that traumatism may evoke specific 
reactions is probably capable of extension to include 
non-specific reactions as well. It seems possible that 
certain dermatoses classed as eczema, dermatitis, etc., 
sometimes occur more readily in subjects with a spe- 
cific history, the determining causes probably being 
those trivial traumata of every-day wear and tear 
which would give rise to no reaction in one with no 
underlying syphilitic taint. 

Harry E. Alderson (240 Stockton Street, San Fran- 
cisco) — Frost’s case reports and observations are 
most interesting and bring up questions of great 
practical importance. As Chipman well says, we 
often see late syphilides occurring at the site of trau- 
matism. And these traumata need not always be 
severe, but repeated often they have their effect. 

Where lues is acute, that is, in the earliest stages 
with extensive generalized distribution of the tre- 
ponemata pallidae, local heat or chemical or other 
irritation may produce intensification of the second- 
ary eruption in local areas. These cases and the late 
cases where local infection or trauma excite the ap- 
pearance of syphilides in situ bring up questions of 
importance from an industrial standpoint. One occa- 
sionally has to decide whether or not a late syphilide 
occurring at the site of trauma sustained by a worker 
entitles the victim to care and compensation by the 
insurance carrier. : p 

Analogous to this effect of local impaired resist- 
ance in favoring the development of syphilides is the 
apparently selective action of the treponemata palli- 
dae in producing visceral complications. This is seen 
in the common occurrence of cerebrospinal lues in 
the mentally active Caucasian, as compared with its 
rarity in the native African; in nervous and cardio- 
vascular syphilis in alcoholics, in cardiovascular in- 
volvement in those who indulge in hard physical 
labor and in tobacco to excess. 








Roentgenologic Examination of the Gall-bladder— 
Preliminary report is made by Evarts A. Graham 
and Warren H. Cole, St. Louis (Journal A. M. A,, 
February 23, 1924), of a new method utilizing the 
intravenous injection of the calcium salt of tetra- 
bromphenolphthalein. No untoward effects have been 
observed in the human subject with the concentra- 
tions used. A dose of 0.1 gm. per kilogram, when in- 
jected into a human subject, was found sufficient to 
cast a shadow. At present, 6 gm. has been the largest 
dose used. Six grams of tetrabromphenolphthalein 
is mixed with 1.2 gm. of calcium hydroxid, ground 
in a mortar with a few cubic centimeters of water, 
and dissolved in from 325 to 350 cc. of distilled 
water. Addition of calcium lactate was found to 
produce a more stable solution and slightly increase 
its solubility. Therefore, a solution of 2 gm. of cal- 
cium lactate in a few cubic centimeters of water is 
added. 
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COCCIDIOIDAL GRANULOMA IN 
SOUTHERN CALIFORNIA 


By ROY W. HAMMACK, M. D. and J. MARK LACBRY, 
M. D., Los Angeles. 

So far as we have been able to determine, only 
two cases of coccidioidal granuloma observed in 
Southern California have been reported in medical 
literature. Brown, in 1906, reported two cases seen 
in Los Angeles. Both of these had apparently ac- 
quired the infection in the San Joaquin Valley. 
While in the majority of all cases reported the in- 
fection appears to have been acquired in the San 
Joaquin Valley, in recent years an increasing num- 
ber of cases undoubtedly infected elsewhere has been 
recognized. In our series about one-fourth of the 
cases appear to have originated in the San Joaquin 
Valley. Of the others, one is attributed to Mexico, 
one to Texas, one to Arizona, one to New Mexico, 
and the remainder to Southern California. 

Our acquaintance with the disease dates from 
1916, when the first case of the series was seen at 
the Los Angeles County Hospital. Since that time 
a total of nineteen cases has been recognized at that 
institution. In addition to these, we include four 
cases which occurred in the private practice of phy- 
sicians in Los Angeles and Pasadena. In these the 
laboratory studies were carried out in the labora- 
tory with which one of us is associated. 

Our report thus includes twenty-three cases. Of 
’ these, eleven were Mexicans, three negroes, and nine 
Caucasians. Nineteen were males and four females. 
The ages range from 2 to 83 years. 


Occupation seems to be a factor in the etiology 
of the disease, since those who worked on farms far 
outnumbered those of any other occupation; yet the 
series included a clerk, a student, an electrician, and 


a retired business woman. In no case could the 
portal of entry of the infection be demonstrated, but 
in several cases the findings suggested that infection 
was through the respiratory tract. 

In Case No. 1 (see table) there was found in the 
anterior wall of the esophagus, a little above the 
level of the bifurcation of the trachea, an ulcer one 
centimeter in diameter. Imbedded in the ulcer was 
an oat kernel. Sections from the ulcer showed a 
granulomatous base containing a few parasites. In- 
fected lymph nodes lay adjacent to the esophagus 
over the ulcer. It was suggested that the oat kernel 
might have been the carrier of the organism, and 
the esophagus the portal of entry. Unfortunately, 
animal inoculation with this foreign body was not 
performed. 


CLINICAL FEATURES 


Cutaneous lesions were not common. They oc- 
curred usually as reddish papules which broke down, 
forming discharging ulcers) They were found on 
various parts of the body. Subcutaneous abscesses 
were very common, occurring on all parts of the 
body. These were prone to break through the skin 
and discharge pus for a long time, but occasionally 
such lesions healed, others appearing on other parts 
of the body. Bone lesions were very common, occur- 
ring in twenty-one of the twenty-three cases. Many 
different bones were involved, those most commonly 
affected being the bones of the foot and the verte- 
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brae. The involvement of the foot was always in 
the ankle region, and the joint was usually affected. 
Nearly all of these cases gave a history of injury 
to the ankle, such as sprain, followed soon after 
by swelling, suppuration and sinus formation after 
spontaneous or operative evacuation of the pus. Such 
a lesion was present in eleven of our cases, in nine 
of which it was the first lesion to be recognized, in 
five the only one found. We have been able to 
follow only two of these latter for a period of over 
two years after amputation of the affected part. 

Infection of other bones was usually followed by 
suppuration of the surrounding soft parts which 
eventually reached the surface of the body. 

Lung involvement was frequent, producing phy- 
sical signs indistinguishable from tuberculosis. 

Involvement of cervical lymph nodes was seen in 
two of the four children and in two adults. 

The temperature range was from normal to 103 
degrees Fahrenheit, according to the severity of the 
disease and the regions involved. The pulse was in- 
creased in frequency in proportion to the elevation 
of the temperature. The leucocyte count varied 
from normal to high polymorphonuclear leucocy- 
tosis, depending upon the extent of the lesions and 
the secondary infection present. 


PATHOLOGY AND BACTERIOLOGY 


Autopsy was performed upon the eight who died 
at the County Hospital. Material was also obtained 
at surgical operation in several cases. While a wide 


variety of lesions was found, there was nothing 


strikingly different from what has already been de- 
scribed by other investigators: Lung involvement 
was present in some degree in every autopsy and the 
lesions were very similar, both grossly and micro- 
scopically, to tuberculosis. In two instances active 
tuberculosis was also present, as shown by demon- 
stration of the bacilli. Very striking was the free- 
dom of the gastro-intestinal tract, liver, spleen and 
the genito-urinary tract from the infection. In only 
one instance were lesions of the genito-urinary tract 
found, a few miliary nodules in the kidneys. The 
bone lesions were usually markedly destructive. In 
a few instances, notably in Case No. 18, there were 
proliferative changes in the cortical portions. Roent- 
genological studies of some of these cases have been 
reported by Bowman and Taylor. In only one case 
was involvement of the nervous system found. Here 
there was a small granulomatous nodule in the cere- 
bral cortex, in which the organisms could be demon- 
strated. 

In every case in the series the organism has been 
demonstrated either in pus or in tissue, and has 
usually been cultured. 

Animal inoculation has been performed in some 
instances. Blood cultures have been negative. At 
autopsy one and a half hours after death in Case 
No. 9, cultures from the blood in the right auricle 
yielded streptococcus hemolyticus and coccidioides 
immites. 

TREATMENT AND PROGNOSIS 


Various forms of therapy have been tried, but no 
drug has been found of value. In two cases subcu- 
taneous lesions apparently responded to x-ray treat- 
ment, and these patients are well five and nine 
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years, respectively, after their lesions healed. In one 
of these the subcutaneous lesions appeared after am- 
putation of an-affected ankle; in the other after 
what was clinically a long continued broncho-pneu- 
monia. Ten of our cases are known to have died of 
the disease, one of another cause. Three have been 
lost sight of. Only four have been free from symp- 
toms for a period of two years or more. Three of 
these have had amputation of an affected foot, and 
are well, two, five, and nine years later, respectively. 

The duration of the disease in the fatal cases has 
been short, from one month to one year after the 
first symptoms were noticed. That some infected 
individuals may live for a period of years with little 
extension of the process suggests the existence of 
strains of low virulence or the power of the body 
to develop resistance*against the infection. 


CONCLUSIONS 


Infection with coccidioides immites not infre- 
quently occurs in Southern California. X-ray ther- 
apy appears to have been of value in two cases, and 
we believe that it should be given thorough trial. 
No other therapeutic measures except surgery have 
proved of value. 


Note—Since this report was made, nine additional 
cases have been encountered. These we hope to in- 
clude in a subsequent report. 

Pacific Mutual Building. 


DISCUSSION 


William B. Bowman (Brockman Building Los An- 
geles)—It was my good fortune to have made a 
thorough Roentgen study of five of the cases reported 
in _this paper, all of which showed definite bone 
lesions. The following bone changes were noted at 
the time of their examination. 


_ Case I—As listed in their table, revealed a small 
irregular area of necrosis involving the inner two- 
thirds of the articular surface of the tibia. There was 
also an irregular fuzzy thickening of the periosteum 
of the internal malleolus. 


_Case II—Left ankle. The articular surface of the 
tibia was irregular, showing beginning destruction of 
the joint surface. There were also a few small areas 
of rarefaction on the posterior surface of the tibja. 


Case III— Left wrist. Roentgenograms revealed 
marked destruction of the articular surface of the 
radius, the bone having a punched-out appearance 
such as seen in cases of tuberculosis. The outer 
border of the radius showed a roughened, irregular, 
fuzzy thickening of the periosteum not seen in tuber- 
culosis of the bone. 


Case IV—Roentgen examination of the chest and 
spine of this patient was negative for any definite 
bone lesion. Left hand—All carpal and proximal 
ends of the second, third, fourth, and fifth metacarpal 
bones were poorly defined. The joint surfaces were 
practically destroyed and the carpal bones had prac- 
tically lost their identity. There was a marked thick- 
ening of the soft tissues. These changes were iden- 
tical with those found in tuberculosis. Right knee 
showed practically the same changes except that the 
patella was missing, it having been removed prior to 
the roentgen examination. 


Case V—Right ankle. There were small areas of 
rarefaction in lower end of fibula. The tip was de- 
nuded of periosteum, with slight bone destruction. 
The internal malleolus showed marked bone destruc- 
tion with considerable irregularity, and fuzzy thick- 
ening of the periosteum. 


Summary —In practically all of these cases, the 
findings were typical of bone tuberculosis, with the 
exception of a peculiar roughening and fuzzy thick- 
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ening of the periosteum which seems to be peculiar 
to this disease. These periosteal changes were not 
present, however, in Case Na IV. 

From my limited experierice I am of the opinion 
that these cases are not as rare as is generally sup- 
posed, and that most of these cases are diagnosed as 
cases of tuberculosis. 


Raymond G. Taylor (Hospital Good Samaritan, 
Los Angeles)—It was my privilege to see most of 
the cases mentioned in this report, and make a roent- 
gen study of the bone and chest lesions. A detailed 
roentgen report was made by me of eleven of these 
cases in 1922 and published in July, 1923. No attempt 
will be made to go into detail in this discussion, as 
anyone who is interested can find the details in the 
published article. 

I do not believe that there is any uniform, constant 
roentgen finding that is characteristic of this disease. 
Practically any of the lesions that we have seen 
would justify a diagnosis of bone or lung tubercu- 
losis when viewed from the x-ray standpoint alone. 
There are one or two points which make one sus- 
picious of a diagnosis of coccidioidal granuloma, but 
nothing that is sufficiently definite to warrant an un- 
supported diagnosis. The suspicious points referred 
to are the rather unusual, circumscribed, large areas 
of soft tissue density that precede the bone lesions 
in the extremities and the unusually marked prolifera- 
tive changes seen most frequently in the younger 
patients. Neither of these are sufficient to rule out 
tuberculosis, but they are, apparently, much more 
often found in the cases of coccidioidal granuloma 
than in tuberculosis. 3 

The bone proliferation may be observed in a most 
unusual and marked degree after some operative in- 
terference, in the young, such as an attempt to clean 
out the diseased bone by curetting. In one case in 
which this was done, before a diagnosis was made 
and before the patient came under observation, a 
diagnosis of probable sarcoma was made. The pro- 
liferation was more rapid and intense than any the 
writer has ever seen in any type of lesion. 

The fuzziness of the periosteum mentioned by 
Bowman has apparently been present in some of our 
cases, but only those which affected the bones about 
the ankle-joint. 

So far as treatment is concerned, cases which have 
been radiated are among those which are still alive 
after some years. My opinion is that any benefit that 
may be derived from this type of treatment must, 
undoubtedly, be due to a stimulating of the natural 
defensive mechanisms in the tissues, rather than any 
direct action of the ray on the organisms. 


Philip King Brown (909 Hyde Street, San Fran- 
cisco)—The search for cases of coccidioidal granu- 
loma is possibly responsible for the recognition of 
such a large number of cases in the period of eight 
years covered by Hammack and Lacey’s report. I 
presume we are overlooking these cases all the time, 
and such reports as this should awaken us again to 
the fact that in all our large hospitals there must be 
such cases constantly. I should agree with the others 
that the portal of entry was the respiratory tract, 
although the skin cases may have been direct inocu- 
lation. I do not think that any case in a large hos- 
pital of a suppurating superficial lesion suggesting 
tuberculosis should be treated without cultures being 
made. It is hopeful that cases have apparently re- 
covered where what seemed to be primary foci were 
extirpated surgically. Gardner has two in his South- 
ern Pacific Hospital service where the amputation 
of a foot in one and the excision of an elbow-joint 
in the other resulted in apparent cures. 


False Diverticula of the Jejunum— False diver- 
ticula of the intestine constitute a rare anomaly. 
study of the literature reveals only twenty-seven 
cases. Three additional cases are reported by Wil- 
liam M. Sheppe, Wheeling, W. Va. (Journal ‘A. M. 
A., April 5, 1924), occurring within four weeks. 
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KIDNEY AND URETERAL CALCULI * 
By J. C. NEGLEY, M. D., Los Angeles 


These cases were collected from the records of 
the Los Angeles County Hospital, and are only 
those cases definitely proven by x-ray or other means 
to be calculi. 

They were compiled for the purpose of trying to 
determine whether there were any definite symp- 
toms, clinical and laboratory findings, and operative 
results upon which we might base conclusions in the 
future management of such cases. The paper rep- 
resents statistical findings, and the summary and 
conclusions are based on these rather than on the 
personal opinion of the writer. 

There were twenty cases of stone in the ureter, 
of which six were on the right side and fourteen on 
the left. There were thirty-seven cases of stone in 
the kidney, of which twenty-one were on the right 
side and sixteen on the left. There was one case of 
stone in the right kidney and right ureter and one 
case with stone in the left ureter and left kidney. 
There were two cases of stone in both kidneys. As 
to sex, there were thirty-five men and twenty-seven 
women, As to age, the youngest was 17 and the 
oldest was. 80. Of the ages between 17 and 27, 
there were fourteen cases. Between 27 and 37 there 
were nineteen cases. Between 37 and 47 there were 
nineteen cases. Between 47 and 57 there were five 
cases. Between 57 and 67 there were three cases. 
Between 67 and 77 there was one case. Between 
77 and 87 there was one case. 


SYMPTOMS 


Duration—Twelve cases came into the hospital 
with their first attack. One case had symptoms for 
three days, and another one for eight days. One 
case had symptoms for two weeks, three cases had 
symptoms for three weeks. One case had symptoms 
for two months, three cases had symptoms for three 
months, eight cases had symptoms for from six to 
eight months, two cases had symptoms for ten 
months. Seventeen cases had symptoms lasting from 
one to three years, eight cases had symptoms lasting 
from four to seven years, five cases had symptoms 
lasting from ten to twenty years, three cases had 
symptoms lasting for thirty years or longer. 


Character of Symptoms—In forty-two cases there 
was bladder disturbance, ranging from a mild de- 
gree of dysuria to tenesmus and pain that required 
an opiate. Frequency both night and day was the 
most prevalent symptom. 

Nine of the series had frank hematuria. Another 
marked symptom was pain. All but seven of the 
cases complained of pain in some degree and in 
many locations. Some of the cases were unconscious 
or to near a state of collapse to register much pain, 
which accounts for a relatively large number of 
cases that presented no pain. 

Location of Pain—Nineteen cases manifested typi- 
cal kidney pain which radiated from the lumbar re- 
gion along the course of the ureter, and in some 
cases to the thigh or the testicle on the same side. 
Twenty cases presented abdominal pain. In five 
cases the pain was limited to the left lower abdo- 

* Presented to the Section on Urology at the Fifty- 


second annual session of the California Medical Associa- 
tion, San Francisco. 
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men, in eight cases to the right lower abdomen, four 
cases to the left upper abdomen, and three cases to 
the right upper abdomen. Most all the cases of pain 
on the right side was found a little lower and more 
lateral than McBurney’s point. In sixteen cases 
there was pain in the back, mostly in the lower part 
of the back in the lumbar region. The cases of renal 
pain, of course, were in the back, but are not in- 
cluded in these sixteen cases. 


Physical Findings—The tenderness corresponded 
to the side in which there was renal pain in every 
instance. The abdominal pain did not always show 
tenderness, but there was rigidity in every case of 
abdominal pain. The physical findings were nega- 
tive in seven cases. There was a palpable mass in 
the kidney region in eleven of the cases. 


Urine Findings—The bladder urine in three of 
these cases was entirely negative. In fifty-two cases 
red blood cells were found. In fifty-six cases pus 
cells were found. The urine was frankly infected in 
twenty-six cases. Albumin was found in forty-seven 
cases. 

Cystoscopic Findings—Every case had some de- 
gree of cystitis, varying from a mild degree of trig- 
onitis to a very virulent or ulcerative cystitis. The 
bladder: capacity was impaired in only five cases, 
that is, to any marked extent. Of the thirty-two 
cases operated on, eleven had both pus and bacteria; 
ten had pus alone and no bacteria, and one had albu- 
min alone and no pus or bacteria. 

Pthalein Output — A twenty-minute period was 
used in all cases. In those cases in which the urine 
was obtained from the kidney or ureter on the side 
affected, there were eight cases in which the ptha- 
lein did not appear at all. There were eight cases 
in which the pthalein was normal. There were 
seven cases in which the pthalein appeared between 
ten and fifteen minutes. There were three cases in 
which the output of pthalein was between 15 and 
25 per cent. In one case the time of appearance’ 
was twenty-eight minutes. With another patient the 
pthalein did not appear for forty-five minutes. 

Percentage of Pthalein—There were eleven cases 
in which the pthalein did not appear in a sufficient 
quantity to estimate. There were eight cases in 
which the pthalein ranged between 2 and 7 per 
cent. There were seven cases in which the pthalein 
ranged between 7 and 12 per cent. In two cases the 
pthalein output was normal. 

Of this series of cases, thirty-two were operated 
on, nine in which the left nephrectomy was done, 
eight in which a right nephrectomy was done. 
There were eleven cases in which the stone was re- 
moved through a pyelotomy incision and in which 
the stone was-either in the kidney, pelvis, an acces- 
sible portion of the kidney tissue, or was drawn with 
forceps from a lower portion of the ureter. In four 
cases there was simply an incision in the ureter, and 
the stone was removed through this incision. 

The average post-operative stay in the hospital 
was twenty-four days. The shortest period in the 
hospital was fourteen days, and the longest period 
was three months. This case was one in which a 
sinus leading from the kidney had opened into one 
of the larger bronchial trunks so that injection of 
bismuth into the end of the sinus opening out 
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through the skin brought some of it through the 
bronchial tubes. Of these thirty-two operative cases, 
there were four women who had had some pelvic 
operation, three men who had appendix operation, 


one man and woman who had had a gall-bladder 
operation. 


SUMMARY AND CONCLUSIONS 


Location of the stone in ureter seems to be more 
frequent on the left side; in the kidney it was more 
frequent on the right side. In all these cases there 
were only two with bilateral calculi. If this series 
of cases alone were to be considered, may we not 
tell our patients that the danger of formation of 
stone in remaining kidney is rather remote—about 
one chance in thirty-one, according to these statistics. 

4 ge — It seems that no one from 17 to 80 was 
exempt, but more cases were found between the ages 
of 27 and 47. 

Duration of symptoms would go to show that the 
greater number had symptoms lasting for over a 
year, but this factor varies so with the individual 
that it is hardly important in the question of diag- 
nosis, particularly so in this series, as most of them 
were of low intelligence and not accustomed to not- 
ing any minor disturbance of bodily health. 

Findings in Bladder Urine—This is a factor of 
prime importance, because only three or a very small 
percentage failed to show signs of pathology in the 
urinary tract. 

The cystoscopic findings are also conclusive, in 
that every case had some degree of cystitis. Prac- 
tically 100 per cent of the cases showed diminution 
of pthalein output, either as to time of appearance 
or percentage or both in the affected side. 

The bladder symptoms are also conclusive, in that 
over 85 per cent of the cases had some bladder dis- 
turbance, most marked of which was frequency. 
Hematuria, the often-quoted symptom of calculi, 
was present in only 7 per cent of these cases—a rela- 
“tively small percentage. Red blood cells were pres- 
ent in practically every case, however. 

Pain was probably the most important symptom, 
as all the cases except the ones that were uncon- 
scious complained of pain in some location. Not 
all—in fact, only 18 per cent—showed the typical 
renal pain. The greater number showed abdominal 
pain in widely varied locations. 

Physical findings were also conclusive, in that 100 
per cent showed tenderness on the side affected, and 
there was rigidity in 100 per cent-of the cases: with 
abdominal pain. 

A relatively large percentage (18) showed a pal- 
pable mass in the kidney region. These cases, of 
course, showed obstruction of ureter with infected 
hydronephrosis. 


CONCLUSIONS AS TO ADVISABILITY OF 
OPERATION 


It would seem from this small series that opera- 
tion is the method of choice in all these cases show- 
ing derangement of kidney function. The reasons 
for advocating operation are, first, the element of 
time consumed. These patients averaged only 
twenty-four days in the hospital, which is a rela- 
tively short time; second, it is not a serious affair 
to operate on these cases, as all of our deaths were 
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from causes far removed from the operation, but 
were from outside influences—in fact, only the death 
from septic erosion of the pedicle can in any way be 
called _an operative death; third, manipulations for 
the non-operative removal of the stone, if too often 
repeated, do more harm than good and certainly 
cause the patient more suffering, miore inconve- 
nience, more loss of time, more expense, and miore 
chance of destruction of kidney tissue with abscess 
formation if condition is allowed to remain for a 
long time. However, every case should have at least 
three attempts made for the non-operative removal 
of the stone before they are subjected to operation. 
The safety of the operation is illustrated by a few 
selected cases, namely, one done by Rosencranz on 
a woman, age 62, who had a large hydropyonephro- 
sis, with the mass so large as to extend from the 
ribs to the sacrum. The kidney was removed, and 
the patient left the hospital in fourteen days. 

Two cases operated by Day, one a girl age 17, 
with a right pyonephrosis in which kidney was re- 
moved. In the left ureter just below the kidney 
was a small stone, which caused obstruction and 
suppression of urine. Twenty-four days after right 
nephrectomy she was operated on, and through a pye- 
lotomy incision the stone was removed and she left 
the hospital in forty-eight days with a functioning 
kidney. Second case of a boy with several stones in 
right kidney and right ureter full of stones. He 
also had active pulmonary tuberculosis and a heart 
lesion. Day did a nephrectomy under para vertebral 
anesthesia, with complete recovery, gain of weight, 
and cessation of all kidney symptoms. 

From this small series of cases one would be led 
to believe that stone in the kidney or ureter was 
a relatively uncommon occurrence. If we consider 
the aggregate number of cases that pass through the 
County Hospital in a period of three years, only a 
small number are affected by urinary calculi. 

We find opposite to other observers, in that only 
nine of these cases had been subjected to operation 
for other condition while showing evidence of kid- 
ney trouble, and as these operations were done out- 
side of the hospital, we have no way of telling 
whether they were unnecessary operations or not. 
In fact, in only one case, a gall-bladder operation, 
did we find that a mistaken diagnosis had been 
made. Therefore, we have no criticisms to make 
such as are all too often made of the other fellow’s 
diagnosis and treatment, which criticism not only 
hurts the surgeon in question, but the profession as 
a whole. Some day one of the cults will seize upon 
a paper in which some member of the profession has 
enlarged upon his colleagues’ mistakes mainly for 
self-glorification, and make such paper an issue to 
the general detriment of the profession at large. 

219 West Seventh Street. 

DISCUSSION 


R. L. Rigdon (291 Geary Street, San Francisco)— 
The report of Negley confirms for the most part 
other similar reports of kidney and ureteral stones; 
such differences as occur may be attributed to the 
variations that must be present in relatively small 
series of cases. It is rather striking that no patient 
among the sixty-two was under 17 years of age. 
‘Cabot reports more than 20 per cent occurring within 
the first two decades of life. 

The frequency of bladder symptoms is another 
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striking observation. It is rather commonly thought 
that stone in the kidney does not cause vesical re- 
actions, but that these symptoms result from ureteral 
stones. In this series, with only twenty-two instances 
of stone in the ureter, bladder disturbance was noted 
in forty-two. It is probable a closer analysis might 
elicit the fact that causes other than the calculi were 
operating to produce these symptoms. 


Pain is a symptom that is very common and may 
be very misleading. It was complained of in forty- 
seven instances, and in a considerable proportion of 
the cases might have been produced by lesions in 
other organs. 

In this connection, it is well to recall that, in nearly 

all of this series, some change was found in the 
microscopic appearance of the urine. -Taking these 
two symptoms together, pain and changes in the 
urine, we may be justified in hesitating to incrimi- 
nate the upper urinary tract, if pain is present and the 
urine persistently negative upon microscopic exami- 
nation, 
_ The percentage of tenderness and rigidity is strik- 
ing. These observations are not borne out in the 
routine experience of some other observers. It has 
been our experience not infrequently, that neither 
tenderness nor rigidity is demonstrable. 

With reference to treatment, the doctor’s state- 
ments are so brief as to seem misleading. He con- 
trasts operative and non-operative methods, and 
makes out a good case for surgery. There is a 
rather large percentage of stones in the lower ureter 
that should be treated by means of ureteral dilata- 
tion. Indeed it is sometimes possible to follow the 
descent of a ureteral calculus, under ureteral manipu- 
lation, from the upper portion of the ureter until it 
is delivered in the bladder, from which it can be 
voided or removed by an evacuating instrument. I 
believe that practically every ureteral calculus that 
is not too large should be given every opportunity 
to deliver itself, or be delivered without cutting. The 
patient who has escaped the knife is the grateful 
patient and, like the woman in labor, the pains are 
sonppiarn as soon as the child is born. 

. A. Rosenkranz (Story Building, Los Angeles) — 
The careful and painstaking work of Negley has 
been of interest to me from several standpoints. I 
have been impressed with the fact that he has not 
encountered any cases of reno-renal reflex. That red 
corpuscles were found in only 52 per cent of cases 
must, I believe, be attributable to the fact that the 
period covered by Negley’s statistics included that 
of the World. War, during which time hospital stand- 
ards were inadequate. I can recall cases of ureteral 
calculus at the County Hospital in cases younger 
than 17 years of age, but they had other complica- 
tions or refused operation, so were not transferred 
to the Urological department. I once extracted a 
stone the size of a small lima bean from the urethra 
of a babe about one year old. 

As regards technique: I have found those calculi 
most difficult to remove that lie in}the lower portion 
of the ureter just posterior to the \bladder. About a 
year ago I bought a ureteral stone crusher fitted 
with a woven silk tip. Several months later I had 
occasion to use it on a patient who entered the office 
with quite a severe Dietls’ crisis. He gave a history 
of having passed a number of stones, and had had 
one operation upon the side in question. Manipula- 
tion of the instrument after the administration of an 
H. M. C. tablet was not painful. I suspected that I 
might have caused considerable trauma to the patient, 
but was surprised when he walked into my office on 
the following morning entirely free from his ureteral 
symptoms, and he remained so during the several 
months following, during which I kept him under 
observation. I believe that if this instrument were 
given a fair trial the percentage of major operations 
for ureteral calculi would be considerably diminished. 

I may add that, during the nine years of my ser- 
vice at the Los Angeles County Hospital, the per- 
centage of renal calculi that have been diagnosed has 
increased several hundred per cent due to the fact 
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that all cases having urinary symptoms are x-rayed. 
It has been noteworthy that we have diagnosed many 
cases of kidney calculi in patients who had not had 
any necessarily leading complaints that would make 
the general practitioner suspicious of renal calculus. 
I regard this routine roentgenography as of prime 
importance in cases complaining of backache, symp- 
toms of cystitis and abnormalities in the urine. 

Doctor Negley (closing)—Answering Rigdon, first, 
in reference to the large number of cases showing 
vesical reactions: Our cases are mostly terminal 
cases that have been suffering from renal or ureteral 
calculi for a sufficiently long time to cause infection 
of the upper urinary tract to a grave extent. Nat- 
urally, vesical infection follows in a very large pro- 
portion of these so-called terminal cases. 

Second. In regard to pain in this series of cases, 
being due to lesions in other organs, will say that all 
patients (unless in a critical condition) are first ad- 
mitted to the diagnostic wards, where they are ex- 
amined by the internist, the gynecologist, the general 
surgeon, the radiographer, and a very complete ex- 
amination is made, so that by the time they reach 
the urologist there is very little probability of any 
grave lesions elsewhere that are overlooked. 

Third. In reference to tenderness and rigidity, 
most or all these cases seem to have had some de- 
gree of tenderness, ‘but only those cases that showed 
marked abdominal pain had any degree of rigidity. 

Fourth. In regard to the advisability of opera- 
tion, or attempts at removal through the cystoscope: 
Of course, these cases, as any other surgical case, 
must be considered on their individual merits, and 
neither of the above methods should be advocated 
for all cases. 

I have said that every case should have at least 
three attempts made for non-operative removal of 
the calculi, and after these three attempts if no prog- 
ress has been made, then operate. Again, we must 
remember that these cases were ones that had had 
their calculi for a long time; had plenty of oppor- 
tunity to pass and in many cases had cystoscopic 
manipulations on the outside. 

We have adopted the plan of explaining both 
methods to the patient and allowing them to decide, 
and most of them choose an operation, particularly 
those who have already had oné€ or more cystoscopic 
examinations. 

Answering Rosenkranz, in regard to red corpus- 
cles in the urine: Probably a-word of explanation as 
to that would be that I considered only those cases 
that had not had the urine removed by instrumental] 
means, i. e., by catheter or cystoscope; for all these 
cases have more or less blood, and I only considered 
those cases that had voided the urine before exami- 
nation. 


Estimation of Blood Sugar by the Folin-Wu 
Method—A simple and accurate micromethod for the 
determination of blood sugar; using only 0.1 cc. of 
blood, with a new method of collecting the blood, 
which is described, is recommended by F. S. Randles 
and W. K. Grigg, Albany, N. Y. (Journal A. M. A., 
March 1, 1924), for routine examinations when only 
small amounts of blood can be obtained, as in the 
case of babies and small children, or for the study of 
blood-sugar curves of adults from whom samples 
must be taken at short intervals. Tests showed that 
0.5 cc. of blood filtrate would suffice for an accurate 
blood-sugar determination by the Folin-Wu method. 
By centrifugating instead of filtering in the prepara- 
tion of the protein-free blood filtrate, it was found 
that 0.1 cc. of blood would easily furnish 0.5 cc. of 
the filtrate. In order to make the procedure-as simple 
as possible, the authors have adopted Haden’s modi- 
fication of the Folin-Wu method of preparing the 
protein-free filtrate. Small, wide-mouthed, homeo- 
pathic vials (14 by 25 mm., 2 cc. capacity) are used 
for collecting the blood. The blood may be taken 
from the ear or finger following puncture. ‘The punc- 
ture should be deep enough to insure a free flow of 
blood, if possible. 
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EDITORIALS 


WHO IS VIOLATING THE MEDICAL 
PRACTICE ACT? 

Section 17 of the Medical Practice Act pro- 
vides a penalty for treating, diagnosing or pre- 
scribing for any ailment of the human system 
without having a license isswed under the laws 
of this state. 


It is a matter of common belief that some 
medical officers of the state, county and muni- 
cipal governments, and technicians of a variety 
of species, are constantly violating this law. 


DETAILING THE DOCTOR BY MAIL 

The doctor’s mail is beginning to look like the 
advertising sheets of some of our “careless” news- 
papers and magazines. Some of the publicity is well 
written, informative, and from legitimate firms who 
advertise in good medical journals. But fully 95 per 
cent of it is the worst form of medical piffle. Much 
of it is not even cleverly done, and lots of it frankly 
appeals to the physician’s cupidity at the expense of 
his honor. 

Doctor, did you ever stop to think what an insult 
to your intelligence and how cheaply many of these 
advertisers regard your integrity, as expressed in the 
expensive “stuff” they load your mail with? They 
further show how cheaply they expect to buy you, 
by trying to buy space in your medical journal and 
when they are turned down, they resort directly to 
your mail. 

Do you know that some of these people grade 
their “literature” into three classes? One kind goes 
to doctors who are members of their medical socie- 
ties; another grade goes to those doctors who are 
not members and to the various groups of cultists. 
The final grade is for public consumption. 

Some of our members supply their state officers 
and CALIFORNIA AND WESTERN MEDICINE with 
all their mail of questionable character in original 
wrappers. We wish more physicians would do so. 
Original wrappers are necessary for the postoffice 
people with that class of rot covered by postal laws. 

We also have facilities for getting some of the 
class sent to nurses, clinics and the public, but we 
want more from different localities. These fakirs 
often send one class of mail to one locality and an- 
other class to some other county. 

The reasons for all these customs are, of course, 
obvious. We have no hope of destroying these per- 
nicious influences, but it is quite a pleasure to help 
keep them on the move. 


PAY CLINICS 
Doctor, if you are interested in the greatest prob- 
lem of our profession, which consists in making the 
best that scientific medicine has to offer available to 
everyone at the lowest possible cost consistent with 
good service, read the abstract of the discussions 
about “pay clinics” published on page 15 of this issue. 
The July, 1923, number of Hospital Social Ser- 
vice is practically all devoted to the subject. There 
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are several good articles dealing with its various 
phases. We have taken abstracts from some of the 
papers and reduced the matter for your convenience. 

The pay-clinicers are a very busy lot of people. 
A few of them are educated practicing physicians, 
but most of them are non-medical with a sprinkling 
of “swivel-chair” men of our profession who have 
long Since gotten out of touch and out of step with 
medicine as a great altruistic human service to sick 
people. To some of them medicine, whether pre- 
ventive or curative, is now a cold-blooded game 
based upon “statistics” and other actuarial figures, 
with human beings as pawns. We must not lose 
sight of the fact that the 150,000 physicians of the 
country are themselves part of the public, and what- 
ever steps and movements are made to limit or treat 
disease should not imply the complete pauperization 
of physicians. They have the same human desires 
and requirements as other citizens and are entitled 
to the same consideration given to others. Destruc- 
tionists may criticize them all they please, but the 
fact remains that they are the best we have. They 
are the chief agents of civilization in controlling dis- 
ease, relieving suffering and extending intelligent 
sympathy to those most in need of it. 

Following promptly upon the introduction of pay 
clinics, we have the movement to.change many 
former “free clinics” to “pay clinics,” and this 
movement already has traveled far. What do you 
want done about it, and who shall do it? 


DO YOU WANT THAT TWO-DOLLAR TAX 
ABOLISHED? 

Many of our members are urging that the League 
for the Conservation of Public Health be asked to 
promote legislation to abolish the two-dollar-a-year 
Board of Medical Examiners’ tax. A bill to this 
effect is now in course of preparation, which will 
be submitted to medical organizations and, as en- 
dorsed, will be introduced at the next Legislature. 

We have yet to meet the first physician who is 
not opposed to this tax; most of them even de- 
cidedly resentfully opposed to it. This is not be- 
cause of the amount of the tax, which is small, nor 
so much the nuisance connected with its payment. 
The objections are those of principle. It is probably 
the best, or the worst, example of class legislation 
to be found anywhere and, of course, is therefore 
unfair, unjust and repugnant to honest men. 

In the enforcement of the Medical Practice Act 
by the Board of Medical Examiners, for which the 
two-dollar tax was supposed to supply funds, phy- 
sicians are placed in the anomalous position of pay- 
ing a special tax for the support of laws which, in 
some instances, are injurious to the only group of 
people who pay the tax. Some of the money col- 
lected by that exclusive, select and special class tax 
was, and presumably still is, used to pay a commit- 
tee of doctors to prosecute violators of the medical 
practice laws. It is generally and correctly believed 
by both physicians and the general public that the 
prosecution of quacks, fakers, and the general un- 
licensed mess of so-called “doctors” by a board of 
doctors causes great injury to the good name of the 
medical profession. In spite of this well-known fact, 
physicians, and physicians only, are specially taxed 
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to add further injury to themselves and the cause 
they espouse. The enforcement of the laws govern- 
ing the practice of medicine should, of course, be 
carried on by the law-enforcement machinery of the 
State. It is their’ business and it is not the doctors’ 
special business. 


It is not possible to enforce the miserable make- 
shifts of law governing the practice of medicine for 
which California is notorious. Attempts to do so 
are about as popular as attempts to enforce the Vol- 
stead Act. So long as human nature continues as 
it is, any attempt to enforce the law by a committee 
of doctors who are paid in part by special taxation 
of other doctors will continue to be the failure it 
has been, is, and should be. 


Some of that two-dollar special class-legislation 
tax presumably goes to pay for the preparation of a 
directory published annually, and sold for more 
than the tax. This directory may be occasionally 
useful to an occasional physician, and the general 
public rarely sees it. It is chiefly interesting and of 
the greatest value to all sorts of honest, but par- 
ticularly dishonest, vendors of services and things 
sold to cure disease. Many copies of this directory 
could be sold at $100 a copy as easily as they are 
for two or three dollars. If California is going into 
the game of selling “prospect” lists to all sorts of 
fakers, why not: get real money for the “service”? 


If you want this law repealed, write to the secre- 
tary of your medical association, the executive sec- 
retary of the League, or to the editor, and express 
your views. 


SHOULD PUBLIC HEALTH DOCTORS BE 
LICENSED? 

Publication, in the newspapers of a statement that 
the State Board of Health does not want their doc- 
tors to be licensed has resulted in considerable dis- 
cussion of the subject by other doctors and in not 
a small amount of criticism of the board’s action. 


The reason given for the attitude of the board is, 
that they desire their doctors to give all their time 
to their work and not be engaged in preparing 
themselves to engage in private practice. 


The criticisms that have come to the Journal, 
with requests for a public discussion of the subject, 
have covered several lines of argument. It is stated 
that the practice of public health or preventive medi- 
cine is just as intimately a part of medical practice 
as is the diagnosis and treatment of appendicitis. 
Some physicians believe that the fact that much of 
a health officer’s work is among the poor constitutes 
all the more reason for his being a law-abiding phy- 
sician. This not only for the protection of the pub- 
lic and himself, but also that the legal responsibili- 
ties and privileges of the physician provided by the 
State license may not be avoided. 


Others less kindly disposed believe this action to 


be but part of a general scheme now widely com- 
mented upon in many places to separate public 
health medicine from the work of that profession 
as doctors see it. It is stated by some that to allow 
public health doctors to practice medicine without 
a license opens possible avenues for incompetents to 
practice public health medicine, if the personnel of 
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the State board were ever to be of the class that it 
is easy to make it under our laws. 

And, probably most important of all, the decision 
results in keeping an important group of physicians 
largely imported for special work out of touch with 
other physicians whose co-operation they must have 
in order to render the better service so much to be 
desired. It is our impression that all members of 
the State board are themselves not only licensed to 
practice, but are members of their county medical 
societies and thus identify themselves, as is fitting, 
with medical progress. Adequate reasons for not ex- 
tending to and insisting upon a similar status for 
all official public health doctors have not been ad- 
vanced. In the absence of convincing reasons, people 
are liable to supply other reasons, and some of them 
probably unwarranted ones. 

We discuss this question openly, because we be- 
lieve the board of health is making a serious mis- 
take, which no physician wants to see them do, in 
the interests of better medicine, including public 
health medicine for all the people. 


GOING “CHRISTIAN SCIENCE” ONE 
BETTER 

Whatever one’s opinions of the adequacy of the 
medical education or of the methods of “doctors of 
Christian Science” in their treatment of the sick, it 
must be admitted that, from a business standpoint, 
their organization is effective. Their publicity; dis- 
cipline of their own followers, as well as of their 
enemies, and particularly their power to get money, 
are outstanding. To them belongs the: credit of 
teaching a philosophy and a religion that all sickness 
is error and not only securing followers, but mak- 
ing these followers pay for their tuition, as it were, 
and for the cure of those things their teachers said 
they had not. 

Christian Scientists have for some years held the 
center of the stage against all comers in the field 
of mental and spiritual healing. Many groups of 
various kinds have attempted to break in on this 
profitable activity, but few of them have prospered 
over any extended period of time, and it is said that 
the great Christian Science organization helped in 
their decline. It has, of course, been recognized for 
some time by thinking people, and probably by the 
Christian Scientists themselves, that their position 
was precarious and could be held only at the price 
of well-organized and financed publicity, and an ad- 
ministration with disciplinary power. It has been 
equally obvious for some time that the social, socio- 
logical, psychological, sex and philosophical unrest 
being so widely propagandized among people was 
liable to swing many away from fundamental Chris- 
tian Science and into some one or another of the 
camps of the other mental and spiritual healing 
groups. The signs have seemed clear that “weak 
sisters” were probably being so swung away from the 
“mother church” and the danger of possible success- 
ful combinations of several of these groups probably 
has had the serious attention of the Christian Science 
authorities. 

Some thoughtful watchers of things, as they pass 
by, are beginning to wonder if the combination 
known as the “Christian Philosophers” or the 
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“Christian Philosophical Institute,” with headquar- 
ters in Oakland, may not have attained a popularity 
where they are menacing the “Christian Science” 
movement; at least, in their most lucrative field of, 
what physicians claim to be, the practice of medi- 
cine. The head of the “Christian Philosophers” is 
one quoted by himself as “Bishop Wilbert, Le Roy 
Cosper, D. D., Ph. D.” The “Bishop” and his co- 
horts also apparently have a good business organiza- 
tion. They have an expensive publicity organ; a 
legal department, and an “Institute” which seems 
to be a sort of a college which awards degrees that 
appear to be all that the student needs to prepare 
him to treat the sick. Thus, through the “Insti- 
tute” and what is called a “Watch Tower,” they 
seem to have an organization that places, supports, 
and promotes their rapidly growing group of grad- 
uates in a chain of health centers which they are 
locating at strategic points. 


As “doctors” these “Christian Philosophers” make 
claims of cures that make Christian Science prac- 
titioners look like pikers. This new crowd publish 
names and addresses of “testimonialists” and they 
are not at all bashful. They also publish broadcast 
a statement presumably prepared by their “legal” 
department declining all responsibility for possible 
happenings to patients, including death; a statement 
not unlike the one a passenger signs relieving the 
steamship company from responsibility while he goes 
sailing the seas. 

Then, too, this new group of “prayer doctors” 
have a “Luther V. Bates, M.D.” on their staff. 
Luther V. Bates is an osteopath with a state license 
or political title of “physician and surgeon.” ‘The 
precaution of having someone on the staff licensed 
by the state to sign death certificates and certain 
other medical papers is a wise provision, as is also 
that of having a strong legal department. 


Several varieties of inadequately “educated” “doc- 
tors,” including Chinese herbalists, have attractive 
advertisements in the “Christian Philosophers” mag- 
azine. In other words, they appear to have capital- 
ized the fundamental psychology behind cultism in 
any and all of its forms, and the attempt appears 
obvious to bring them all together under one banner. 
If they can succeed, the pre-eminence of “Christian 
Science” is at stake, and the war should be inter- 
esting. 

We are very much afraid that most people are 
not artistic and idealistic and religious enough to 
see the innocence, or the Christian elevation “The 
Philosopher” implies he intends to portray in the 
pictures of the more or less disrobed women who 
are featured in the magazine. If a choice must be 
made between “Christian Science” and “Christian 
Philosophy,” Oh Lord, give us Christian Science! 


“THE NEXT GENERATION” 


Most of us are guilty of often giving utterance 
to that stupid platitude, “the next generation,” when 


we mean nothing of the sort. Calculated from 
rather generous minimums, there is one generation 
started by birth every day of every year. Those of 
us who are living are, therefore, contemporaries of 
a sort with just as many generations as we are days 
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old. Generations, therefore, may mean the same 
thing only to those of us who are the same number 
of days old. ; 

Toward the end, any generation become quite 
frazzled. Many of them have gone prematurely, 
and many of those of former generations have lived 
on, so that the older we are the greater the number 
of generations about us, and therefore the more con- 
fusing the babble of thoughts and the greater the 
difficulty of drawing deductions from “averages” 
that are not. Then, too, senescence is liable to pro- 
duce minds that jump backward over many genera- 
tions and interpret them all as yesterdays. 

When we speak of generation, therefore, even 
the best of us, in reality, have in mind groups of 
generations. 


“COMPETENT PHYSICIANS NEED NO PRO- 
TECTION; INCOMPETENT ONES 
DESERVE NONE” 

This title is worth reading, pondering over, and 
filing in that handy file in our minds to which we 
all refer frequently in the working out of the day’s 
problems. This phrase constituted the slogan of the 
New Jersey Medical Society, in their campaign for 
an adequate educational basis for all who would 
practice the limitation and treatment of disease. 


The goal of a satisfactory medical practice act 
was reached after many years, only to be destroyed 
again by a legislative act which made it possible for 
persons without any medical education whatever to 
practice healing. The medical society is again on a 
campaign to restore the practice of public health 
to its logical position of a specialty of medicine. 
Their slogan for this campaign is “Medical Men 
for Health Problems.” 


In announcing their entry into politics to bring 
their desires about, they do so “not as office seekers, 
but as physicians, to help guide and direct the state 
in health questions for which we alone, by our edu- 
cation, by our lives of service, by our standards, 
experience and associations are fully qualified.” 


In commenting upon their problem, the leaders 
of the movement say: “Of course, there will be con- 
flict with those who deny the existence of communi- 
cable disease; with those who would tear down the 
educational barriers which have been built up for 
the protection of the public only after years of 
labor; with those who would treat health matters 
as subservient to other interests; with those who in 
health matters would regard the medical profession 
as clerks to command, not as directors to execute. 
To all such, of course, the medical profession, as a 
unit, is opposed, as they cannot regard persons hold- 
ing those views as qualified to properly represent the 
people of New Jersey.” 


As noted in CALIFORNIA AND WESTERN MeEpI- 


_ CINE recently, the board of education of New Jer- 


sey is making a tremendous fight to have their own 
special health board for school children. In other 
words, they want the schools set up so that the chil- 
dren are completely under their control in health a$ 
well as in most other matters—the whole child for 
the school. New Jersey is not alone in having to 
face this problem. California physicians would do 
well to follow the movement with some care. 





May, 1924 


SPIRITUAL HEALERS 


The horde of crusading ministers of the gospel, 
and other necromancers who live by traveling over 
the country proposing to cure disease by prayer, lay- 
ing on of hands, and what not, are encountering 
some rocky places on their road to prosperity. They 
are being investigated and the findings are being 
published. 

One of the latest is the rather notorious Rev. 
C. S. Price “healer.” Recently, in Vancouver, he 
stirred up things so much that the general minis- 
terial association appointed a committee of eleven 
ministers representing all churches, eight doctors of 
medicine and a few other scientific men to 
look into Price’s methods and results. This per- 
fectly fair committee asked Price for his co-opera- 
tion in an attempt to arrive at the facts, and, of 
course, were refused. Nevertheless, the committee 
was able to get track of a considerable number of 
his patients and follow them. Their findings are 
expressed in these figures: “No organic lesion or de- 
fect had been helped, and the only successes had 
been in cases of functional disturbances. Five cases 
of typically functional disorders were cured; spe- 
cific or general improvement, due to improved men- 
tal or spiritual outlook of the patient, was found in 
38 cases; no change since anointment was recorded 
in 212 cases, while 17, mainly through neglect of 
proper scientific treatment, had become worse; 10 


seemed to have a better mental outlook; 30 had ~ 


developed marked depression; 39 had died; and 5 
that were anointed and 4 members of families of 
anointed persons had become insane.” 


California has had and now has more than her 
share of these healers who contribute to poor health, 
insanity, and death among our citizens. 


SHALL A.PARDONED MEDICAL CRIMINAL 
HAVE HIS LICENSE RESTORED? 

According to the Los Angeles Herald of February 
20 “The State Board of Medical Examiners has 
under consideration today the application of Wil- 
liam S. Card, former Oakland physician, for license 
to practice medicine in the State of California. 
Card’s license was revoked seven years ago, when 
he was convicted of a criminal operation and sent 
to the State penitentiary on a charge of second 
degree murder. He was pardoned by Governor 
Stephens after serving a sentence of four and one- 
half years, on condition that he leave the State, 
which order was rescinded by Governor Richardson 
in January of last year, when he was granted a full 
pardon.” 

We do not know the reasons which actuated 
Governor Stephens in granting this man’s condi- 
tional pardon. Nor are we accurately advised as to 
why, when the conditions were not fulfilled, Gov- 
ernor Richardson converted the conditional pardon 
into a full pardon instead of returning the man to 
prison for not living up to the conditions. 

However these things may be and whatever the 
governing motives and influences, it is to be hoped, 
in the interest of decent medical protection for our 


citizens, that they won’t be effective with the Board 
of Medical Examiners. 
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PUBLIC MEETINGS OF MEDICAL 
ASSOCIATIONS 

It ought to be interesting to physicians engaged 
in public promotion of health meetings to know of 
the many kinds of meetings now being tried. 

The Ontario Medical Association has what is 
called “The Lay Conference of the Ontario Medi- 
cal Association.” This public organization is pro- 
moted and fostered by the committee of the Ontario 
Medical Association on the “Inter-Relations of the 
Public and the Medical Profession.” The confer- 
ence has held three annual meetings. The first two 
meetings were held at the same time as that of the 
Ontario Medical Association, but the last one was 
held by itself and independent of the meeting of the 
Ontario Medical Association. With a program com- 
mittee made up of both medical and lay persons 
which provided attractive addresses by prominent 
speakers, they were able to secure and hold the at- 
tention of large audiences. The good and bad fea- 
tures of this movement ought to be studied by other 
medical organizations. Persons interested in this 
work will find a full discussion on page 262 of the 
March issue of The Canadian Medical Association 
Journal. 


ANNUAL SESSION OF UTAH MEDICAL 
ASSOCIATION 
Preliminary program of the Annual Session of the 
Utah Medical Association is published elsewhere. in 
this number of CALIFORNIA AND WESTERN MEpI- 
CINE. It is a particularly attractive program with 


important discussions opened by prominent members 
of our profession from different parts of the country. 
The movement by which medical meetings are be- 
coming more and more really short courses of gradu- 
ate instruction in the various principal topics of 
medicine is deserving of the highest commendation. 

The sessions of the Utah meeting will be held at 
Logan, June 19, 20 and 21. 

The relations between the California Medical As- 
sociation and the Utah Medical Association are very 
close and the spirit of co-operation is splendid, this 
being fostered by the fact that CALIFORNIA AND 
WESTERN MepIcIN& is the official publication of the 
Utah Medical Association. 

It is our purpose, if copy is received in time, to 
publish the complete program in the June issue of 
CALIFORNIA AND WESTERN MEDICINE. 


What is Exhaustion—“An animal or man who has 
first been exhausted by exertion, emotion, hemor- 
rhage, asphyxia, anesthesia or loss of sleep succumbs 
more readily to infection, and an animal or a man 
exhausted by infection succumbs more readily to 
trauma, emotion, anesthesia, exertion, loss of sleep,” 
says G. W. Crile (Arch. Surg., March, 1924). “It 
becomes of value, therefore, to determine whether 
the exhaustion, which is one of the phenomena of 
either an acute or a chronic infection, is essentially 
different from exhaustion from other causes—emo- 
tion, exertion, physical trauma, insomnia.’”’ Crile, who 
has worked for many years on the problem, has just 
published an exhaustive, experimental study of this 
question, particularly as affected by blood poisoning, 
and concludes that exhaustion is an “end-result’’ of 
changes located primarily in the brain. The liver and 
the suprarenals are associated in some curious way 
in bringing about exhaustion. 
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Medicine in the 
Public Press 


What Will Be the End Result When We “Educate 
Everyone in Medicine”?—Some of the editors of our 
metropolitan newspapers and magazines are beginning 
to wonder where we are going in our industrious at- 
tempt to “educate the public in medicine.” Editorially 
the San Francisco Call recently had this to say: 

“It’s very easy to get the idea nowadays that you 
are not normal. 

“If you read a book on insanity you will begin to 
doubt your own sanity. You remember that, back in 
your childhood, you didn’t like to step on a crack for 
fear it would break your mother’s back, and that you 
used to count everything in sets of three, or couldn’t 
go by a telegraph pole without touching it. Sure signs 
of abnormality, of course, that could easily be aggra- 
vated into insanity. And that’s where you are wrong, 
since a certain amount of insanity seems to be normal. 


“A garrulous doctor or a medical case book, meant 
for the profession, can also introduce doubt into your 
mind. Reliable doctors know about that and are very 
careful about suggesting symptoms of disease to their 
patients. We seem to insist on being sick, regardless 
of the doctor’s efforts to make us well. If the doctor 
tells a certain type of patient the symptoms of a dis- 
ease, the patient will do his best to comply with the 
medical specifications. 


“A little reading in the apparently new science of 
psychoanalysis disturbs many people. They learn that 
repressions and little fears in childhood may disturb 
one for a whole lifetime, so they become bundles of 
walking worries, of ‘neuroses,’ ‘complexes’ and such 
things. And this little knowledge makes them fancy 
themselves abnormal—poor, extraordinary folk adrift 
on a miserable sea of normality.” 


The “White Soap” Snowball—lIt’s amusing how im- 
portant a little well-directed propaganda will make 
an unimportant subject. The merry little white soap 
controversy now making its way along in eastern cen- 
ters is a good example. 

We don’t know just how it started, but probably 
some advertising manager “got sore” because the soap 
people did not “come through” to suit him, so he 
started a destructive campaign against any and all 
soaps except those pure white in color and free of 
perfume. He based his propaganda—as they all do— 
upon the alleged fact that any coloring matter, or a 
few drops of perfume, immediately changes a valuable 
toilet preparation into a dangerous disease-producing, 
life-shortening agent. The campaign went swimmingly 
and secured the endorsement of one school and uplift 
group after another until the list of endorsers was 
quite overpowering. Then the doctors were tried and 
a few of them “fell for it,” but most of them pooh- 
poohed the idea quite correctly, of course. It is said 
that one surgeon told the proponents that he had 
scrubbed his hands before operating several: times a 
day for forty years with what is called green soap, and 
= he was still going strong both in medicine and 
golf. 

Of course, it is well known that “white soaps” are 
good and bad, and so are all other kinds. It is also 
generally known that a soap good in one water may 
be hopelessly bad in another water. Thinking, edu- 
cated people must know that neither a little whole- 
some coloring matter, nor a small amount of perfume 
has any determinative action on the quality of a soap. 

If this propaganda goes much further, just watch 
what the soap people will do in the advertising col- 
umns and reading matter also of our good news- 
papers and magazines. 


Advertising Clinics and Health Centers—Advertis- 
ing of clinics and health centers is getting bolder, as 
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attested by the following, copied exactly in wording 
but not in set-up from the Visalia Times: 

“Tulare County Health Center, West Main Street, 
Visalia. Clinics Denial (School and Adults)—1 to 5 
p. m. Children (under 12 years)—Mondays, 9 to 11 
a.m. Well Baby Clinic—First and third Tuesdays of 
each month, 1 to 3 p. m. Medical—Thursday, 8:20 to 
10:30 a. m. Surgical-Gynecological—Thursdays, 8:30 
to 10:30 a.m, Eye, Ear, Nose and Throat—Tuesdays, 
8:20 to 10:30 a. m. Patients will be expected to report 
during first hours of each clinic. A charge of 10 cents 
per visit and a small charge for drugs, etc., is asked of 
those who can pay.” 

“Cheap” medicine, cheaply provided for by non- 
medical people. Some of these agencies claim to be 
free. Absolutely none of them are. In a very few of 
them the patient is not charged anything. In most of 
them the patients pay in accordance with their ability 
to pay. In most, the doctors donate their services. 
Practically all others, people serving in these “cen- 
ters” are paid salaries, and usually good salaries, from 
funds either collected as taxes or donated. All of the 
very considerable “overhead” and other expenses are 
paid from similar funds, plus what is collected from 
the poor patients or those—who constitute the ma- 
jority—who, although able to pay, are willing that the 
state should pauperize them. 

All of these places must depend upon advertising 
for their ability to “get business.” Usually they ad- 
vertise by circulars, personal letters, telephones and 
through visiting agents. They also manage to get 
considerable of their advertising matter over to the 
public as “news” which costs them nothing. It is at 
least more open, frank and honorable to advertise, 
like Tulare and some other places are now doing, by 
buying space in the newspapers. 


No Standard Man—Are we giving too much atten- 
tion to nutrition standards and not enough attention 
to malnutrition? 


This question is raised, says the Porterville (Calif.) 


Messenger, editorially, - the Medical Journal and 
a 


Record, which concedes that there are so many varia- 
tions in physical makeup from the average that it is 
difficult, if not well nigh impossible? to fix a standard 
which a general body of persons could beneficially 
follow. 

Not less than a dozen standards have been worked 
out in Europe and in this country, the journal states, 
and none of them agree. Proponents of the standards 
are seeking a “vital index’? which would measure the 
nutrition needs of mankind as a whole. Yet what two 
persons in the world are identically alike in physical 
construction and mental capacity? There are none. 
It is this divergence, physical and mental, which goes 
to make up evolution. If there were no divergence 
from the “average,” man would never grow. He would 
always be just “man,” “toiling, rejoicing, sorrowing,” 
incapable of mental expansion or physical progress. 

The study of what is best and what is not best for 
his appetites is a worthy study, but it should not be 
overstressed. 


“Physical and Health Education” Expanding in 
Minnesota—The educational authorities in Minnesota 
have issued some interesting instructions to teachers, 
of which the following are examples: 

“Require all teachers to give careful attention to 
children’s health and the maintenance of hygienic and 
sanitary classroom conditions.” 

“Have teachers co-operate with parents in the rem- 
edy of physical defects which may be discovered in 
children, and with physicians or nurses who may have 
such cases in charge.” 

An interesting sidelight in the development of this 
new medical edict is that local colleges and at least 
one great university are establishing courses for teach- 
ers that will “prepare them to meet these new require- 
ments.” 


The Rathbone Serum Bill—It is assumed that all 
fair-minded persons, whether they believe in medicines 
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or not, endorse movements calculated to insure purity 
of medicines and the protection of those who do use 
them against imposition and fraud. 

What is called the Rathbone Serum and Vaccine 
bill, now before Congress, proposes to improve our 
safeguards as to purity of serums and vaccines and to 
prevent exaggerated or fraudulent claims in the pro- 
motion of these medical agents. The bill is by no 
means guaranteeing the safety that the public should 
have, but it is an improvement upon present laws and 
is a step, however short, in the right direction. 

The Federal Pure Food and Drug Act of 1906 and 
the serum law of 1902 require proper labeling of 
medicines, including serums, drugs and foods, but 
names are easy to create. The existing law also pro- 
vides against the use of “any statement, design or 
device regarding the curative or therapeutic effect of 
such article or any of the ingredients or substances 
contained therein, which is false or fraudulent.” Rules 
and regulations are made by a committee consisting 
of the Surgeons-General of the Army, Navy, and Pub- 
lic Health Service. Enforcement is by the Treasury 
Department. Present rules provide for license and 
revocation of license. Cracks in the fence of the pres- 
ent law are too numerous and of too great variety to 
discuss here. 

The new law places all responsibility for regulation 
and enforcement in the hands of the Secretary of the 
Treasury. Why it is taken from the hands of persons 
of technical training is not clear. The new law also 
provides that serum vaccines and antitoxins that have 
not been duly accepted by science shall bear the label 
“No U. S. Standard of Potency.” 

Altogether the Rathbone bill steps forward in a 
halting and somewhat hesitating way in a movement 
all physicians endorse. The line-up of forces against 
the bill is its best endorsement. They are practically 
the same much-interested group that have persistently 
and somewhat effectively opposed adequate food and 
drug legislation. 





Grape Seeds and Appendicitis—Physicians will be 
amused to know that “eminent dietitians” are in con- 
troversies in some places as to whether grape seeds or 
“inactivity of the bowels” is most important in caus- 
ing appendicitis. Just wait until everyone is “edu- 
cated” in medicine and “public health” and this will 
constitute a serious topic compared to what we are 
destined to hear. 





Periodic Examination Clinics—A movement is get- 
ting under way in some centers for the operation of 
clinics where complete examinations only are made. 
They are being operated by this or that welfare or- 
ganization, and a few by-groups of physicians. Nearly 
all of them charge fees from 50 cents to $5, and claim 
they are not practicing medicine because they only 
make diagnosis and do not give treatment. 





Goiter-Iodine Clinics—The hysteria about the prev- 
alence of goiter and the specificity of iodine in curing 
it has grown to astounding proportions in certain 
parts of the country. 

It is reported that “surveys” of the school children 
in some places show that more than 50 per cent of 
them have “the beginnings” of goiter. Some enthu- 
siasts are demanding that the school departments 
establish goiter clinics, and one of them already has 
planned a “pre-goiter clinic.” 

One school in an eastern state has a slogan that “a 
drop of iodine a day will keep the goiter away.” In 
some places they put iodine in the drinking water; 
in others they feed it to “suspects” or “pre-goiter” 
persons in tablet form; in some schools the teacher 
gives a tablet to each child on Monday mornings be- 
tween 9 and 10 o'clock, and in places grocery stores 
are selling table salt mixed with the “normal” amount 
of iodine. 

The next thing we know suicide by drowning will 
be indecent unless the water contains iodine, 





Physician as Editor Needed—A number of com- 
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mendable efforts are being made in several great cen- 
ters to bring about closer working arrangements be- 
tween newspapers and physicians in the praiseworthy 
cause of bettering the public health. 

A particularly significant meeting was held recently 
in Brooklyn, New York, at which some 400 members 
of the medical society and the editors of all Brooklyn 
newspapers met and discussed what could best be 
done. Mr. Arthur Brisbane advocated short, well- 
prepared articles as being the only ones that would 
get wide reactions or that would be extensively read. 
The statement of H. Sherman Baketel, chairman of 
the meeting, that every great newspaper should have 
a medical editor, as it had for sports, society and 
what not, was generally endorsed by the editors pres- 
ent. The editors, however, wondered where they 
would be able to find physicians who were also expe- 
rienced in the pitfalls, problems and methods of pub- 
licity. A committee of doctors and editors was en- 
dorsed and instructed to try to work out a practical 
plan whereby the press and the physician might 
co-operate for the common good. 





Philosophizing About Uplifters—“There have al- 
ways been in the world persons who think they are 
their brothers’ keepers, who would like to be, and who 
strive to be,” says Joseph Collins (The Bookman). 
“There have always been others who are convinced 
they know more about matters that are unknowable 
—such as destiny and how to prepare for it—than 
their fellows of equal original. endowment and of 
greater opportunity for enlightenment; and they deem 
it their mission to make us, by exhortation or legisla- 
tion, conform to their beliefs. They parade their hon- 
esty, praise their sincerity, preach their purity and 
pretend their efforts are for the public welfare. 

“One of their beliefs is that they know good and 
bad, proper and improper, salutary and pernicious 
literature, and they are constantly striving for legisla- 
tion that will force their judgment upon the public. 
The most naive reason they give for their activity 
and ardency is that they want to protect their children. 
To make the state share the parent’s responsibilities 
may lessen the burdens of parenthood, but it is un- 
likely that it will improve the child’s chances.” 





The Hazards of Beauty-Specialty Surgery—The 
press in many places, including California, is record- 
ing an unusual number of malpractice suits against 
plastic surgeons, as well as quack beauty doctors. 
We are not interested in the quacks, but we are in- 
terested in plastic surgeons and particularly in pa- 
tients. The first thing an educated physician should 
do before he enters this field is to protect himself 
and those dependent upon him by a safe policy of 
at least $50.000. Patients, of course, understand the 
possibility of accidents and failures, and it is better 
to have witnesses to these understandings than it is 
to have a waiver agreement in writing. 





Our Local Taxes—Recently published figures about 
our county and municipal taxes, when reduced to 
figures that mean something to average people, show 
that we are paying for the operation of county and 
municipal government an average of over 25 cents a 
day for every man, woman and child in the state. If 
state and.federal government taxes are added, the 
figure is more than doubled, and if income and in- 
heritance taxes are added—but what’s the use?—the 
first figures are enough. : 

We are not going into a discussion about taxes fur- 
ther than to state that they are important in the 
causes of unhappiness and of sickness. We also want 
to state that not enough of tax money is expended 
for legitimate better health service, and too much 
is wasted in health luxuries and the promotion of 
health fads. 





Should Criminals be in Hospitals, Prisons, or Hos- 
pitals in Prisons?—One of those traveling health ex- 
perts who give “intensive health courses” of one or 
two evenings recently secured first page headlines by 
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stating that eight out of ten of our state prisoners 
should be in a hospital. This man, like all such, was 
a “world authority,” a “savant,” a “specialist,” and of 
course a “doctor,” 

It is reported that this “specialist” held a lecture 
clinic in a hotel, at which he “challenged the active 
interest of a group of prominent San Francisco physi- 
cians and surgeons with the statement that chronic 
bronchitis, chronic deafness, rheumatism, earache, stiff 
neck, nervous debility, melancholia, neuralgia, infan- 
tile paralysis, tonsillitis, lumbago, congestive headache, 
menopause, varicose ulcers, high blood pressure and 
numerous other ailments would yield to electro-ther- 
apy. Only through electrical stimulus, he urged, can 
torn muscles and nerves be restored to normalcy.” 

Some challenge! 


Dishonest Slogans—A health slogan that is truthful 
or that definitely implies. may be of value in construc- 
tive health work. Conversely, one that implies what 
is not a fact unquestionably does harm to the worthy 
cause it proposes to help. 

Of the seemingly endless variety of the widely 
quoted health slogans, a substantial percentage are 
definitely untrue in fact, imply the false, and what is 
perhaps even more harmful, they state or imply in- 
definiteness and ambiguity. One of these now before 
the public is particularly untrue and is constantly 
being challenged. It is to the effect that “a physically 
handicapped child cannot be properly educated.” 

The medical record of the leading men in all walks 
of life of this or any other period will show that a 
quite substantial percentage of them have now and 
have had from their early school days definite recog- 
nizable and understood physical handicaps. Of course, 
life’s promises and opportunities are improved by the 
removal or amelioration of handicaps wherever and 
whenever possible, but to make a slogan definitely 
calculated to discourage the thousands of youths who 
have incurable handicaps and which at the same time 


is an insult to many of our leading citizens, is unwise 
and reprehensible. 


_ An American “College” of Plastic Surgery Organ- 
ized—Another national “college” of a specialty of 
medicine was recently organized with headquarters 
in Chicago. T. Floyd Brown of Los Angeles is presi- 
dent and J. Paul Fernel of Chicago is secretary of the 
new organization. The first purpose of the new col- 
lege, according to reports, is to establish a graduate 
school. 

It is said that this new organization will not follow 
the international association of the same group re- 
cently formed in London and include the work of 
“beauty specialists” in their field. 


Campers Carry a Spade—Under this title the Bul- 
letin of the California Health Board carries a sane 


brief article that ought to be read and re-read by 
every vacationist. 


The Chicago Session— Local Committee of Ar- 
rangements—The Local Committee of Arrangements 
for the Seventy-fifth Annual Session of the American 
Medical Association, to be held in Chicago, June 
9-13, 1924, consists of: Chairman, J. W. Van Der- 
slice; treasurer, John S. Nagel; secretary, Hugh N. 
MacKechnie, and Isaac A. Abt, Archibald Church, 
D. J. Davis, Ludvig Hektoen, C. E. Humiston, Frank 
Morton and J. H. Walsh. Mrs. Charles Spencer Wil- 
liamson will serve as chairman of the Ladies’ En- 
tertainment Committee. The office of the Local Com- 
mittee of Arrangements is located in Room 1522, 
Marshall Field Annex, 25 East Washington street, 
Chicago. This committe is ready to extend any as- 
sistance within its power to physicians who expect to 
attend the Chicago Session. The committee has held 
a number of meetings, and great progress has been 
made in arranging the important details of the ses- 
sion. The committee may be addressed as indicated 
above by any who desire information.—Journal A. 
M. A., February 9, 1924. 
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COUNTY .NEWS 


ALAMEDA COUNTY 


Alameda County Medical Association (reported by 
Pauline S. Nusbaumer, secretary)—Providence Hos- 
pital staff held its annual banquet April 8, at the 
Hotel Oakland. Some sixty-five members gathered 
around the festive board. The guests and speakers 
of the evening were J. Wilson Shiels of San Fran- 
cisco, Ezra Decoto and W. H. L. Hynes of Oakland. 

At the regular monthly meeting of the staff of the 
Alameda County Hospital, the following papers were 
presented: “Hydronephrosis,” by A. M. Meads. 
“Brain Surgery in Case of Post-traumatic Epilepsy, 
by E. W. Goodman. i 7 

At the staff meeting of the Samuel Merritt Hospi- 
tal, pinicillium infection of the lung was discussed 
by Charles McVey. Sumner Everingham gave an 
analysis of the cases of intestinal obstruction in this 
hospital during the year 1923. 

The following case reports were presented at the 
Fabiola Hospital staff meeting, March 25: Carci- 
noma of the stomach, with pathological specimens— 
E. G. Simons. Radiographs of the same case, show- 
ing development of the lesion over a period of six 
months—Charles E. Peters. Electrical burn of the 
elbow and gluteal region, with presentation of case. 
Osteomyelitis of femur, with radiographs. Foreign 
body in the bronchi, with x-ray pictures—E. A. 
Majors. 

Papers on “Late Pulmonary Hemorrhage, Follow- 
ing Fractured Ribs,” by W. L. Bell, and “Caudal 
Anesthesia,” by A. M. Meads, were also presented. 

The staff meetings of the hospitals are well at- 
tended, and the discussions are interesting and in- 
structive. ee 

Alameda County Institutions’ Commission — The 
membership of this commission has been increased 
from six to nine, and three physicians were elected 
to fill the newly created positions: George Roth- 
ganger, G. G. Reinle, and Guy H. Liliencrantz. As 
O. D. Hamlin and R. G. Legge are already members, 
this gives five out of the nine positions to the medi- 
cal profession. 


CONTRA COSTA COUNTY 


Contra Costa County Medical Society (reported by 
L. St. John Hely, secretary)—The regular monthly 
meeting was held at Crockett March 29. . s 

The lecture by Hans Lisser of San Francisco dis- 
cussed the subject of ductless glands. This lecture 
was illustrated by lantern slides. The doctor covered 
as much of the pathology and treatment of the duct- 
less glands as the time would permit. The value of. 
this lecture is hardly appreciated until it is digested. 
The average physician, whether practicing in large 
or small communities, is groping in the dark, in re- 
gard to the treatment of ductless gland disturbance. 
This lecture would certainly enlighten them; so at 
least was the expression of the members who were 
fortunate enough to be present at Crockett. There is 
a wish among the members to have Lisser deliver 
a series of at least three lectures along this subject 
to the society. . 

The lecture was held at the Crockett auditorium, 
from whence the members were invited by mine host, 
J. M. McCollough, to a luncheon and picture show at 
the Crockett Hotel. 

The following members were present: Clara and 
J. B. Spalding, William A. Rowell, John Beard, F. 
Lisle Horne, H. L. Carpenter, Hall Vestal, J. M. 
McCollough, L. St. John Hely. 


FRESNO COUNTY 
Fresno County Medical Society (reported by T. 
Floyd Bell, secretary)—The regular meeting of the 
Fresno County Medical Society was held at the 











May, 1924 


Nurses’ Home of the General Hospital of Fresno 
County on April 1, 1924. Twenty-three members and 
six visitors were present. Members—Adams, Aller, 
Barrett, Bell, Brown, Dearborn, Goldberg, Jamgot- 
chian, James, Jorgensen, Kjaerbye, S. Long, 
Manson, Mordoff, Milholland, Newton, Pettis, Pome- 
roy, Schottstaedt, Sheldon, Scorboro, Tillman, and 
Tupper. Visitors—H. O. Collins, Cook, Gregory, 
Burk, Victor Randolph, and Harry Robertson. 

Doctor Kjaerbye reported for the Crime Commis- 
sion on the advantages of using county prisoners for 
common labor on the county roads. Tillman moved, 
Couey seconded, that the Fresno County Medical So- 
ciety endorse the recommendation of the Crime Com- 
7 for the use of county prisoners on the county 
roads. . 

W. R. P. Clark, director of the Bureau of Tubercu- 
losis, San Francisco Board of Health, gave an inter- 
esting talk on tuberculosis. He first dwelt on the 
work being done in San Francisco, the need for fur- 
ther work, and the immediate plans for the future in 
the care of tuberculous patients. He next exhibited 
some x-ray films of the chest, discussing the differen- 
tial diagnosis of tuberculosis. 

James T. Watkins of San Francisco presented a 
paper on the “Diagnosis and Treatment of Back In- 
juries.” He took up also the static troubles of the 
back. He considered strains, and slips of sacro-iliac 
and lumbo-sacral joints; also fractures of the ver- 
tebrae and their treatment in detail. Discussion— 
Adams, Aller, and Watkins. 

The application of H. M. McNeil of Big Creek was 
read and referred to the proper channels for action. 

The application of G. C. Nedry was reported on 
favorably by the state association and the board of 
censors, and he was unanimously elected a member 
of the society. 

After adjournment a buffet lunch was served. 


Burnett Sanitarium—The twenty-fourth annual 
graduation of nurses of the Burnett Sanitarium of 
Fresno took place April 1, 1924, at the Y. M. C. A. 
The exercises were preceded by an alumni dinner at 
the Burnett. 

Mr. David Ewing gave the address of the evening 
to the graduating class. Rev. G. W. Fletcher offered 
the prayer and gave a short address. Miss Little, 
superintendent, and D. H. Trowbridge, secretary, gave 
talks to the graduates. 

A wrist watch was presented to Miss Grace Von 
Volkinburg, the gift of Trowbridge, for the best prac- 
tical work during the course of her training. Miss 
Maries Sievking received a diamond pin, the gift of 
Maupin, for the highest marks in theoretical work. 
Miss Dorothy Waag and Miss Annie Olsen received 
honorable mention for excellent work in practice and 
theory. Many of the staff doctors and their wives were 
present, besides the relatives and friends of the gradu- 
ates. The evening was concluded by a dance. 





MARIN COUNTY 


Marin County Medical Society (reported by J. H. 
Kuser, secretary)—The society met March 27 at Jones’ 
office, San Rafael. 

Members present: President Dufficy, Jones, Mays, 
Kuser. 

The invited guest of the evening was Thomas Addis 
of Stanford Medical School, who gave an interesting 
talk on nephritis, which was of great interest to all 
those present. 

Owing to a previous meeting during the same week, 
but few members were present. 





SAN BERNARDINO COUNTY 


San Bernardino County Medical Society (reported 
by E. J. Eytinge, secretary)—On April 1 the society 
held its regular meeting: at the County Hospital, San 
Bernardino, with thirty-five present, forty absent, ten 
guests. 

The program consisted in “Observations in Surgical 
Pathology,” by C. G. Hilliard; discussion opened by 
E. J. Eytinge. “Prophylaxis and Treatment of Non- 
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Toxic Goiter,” by D. C. Mock; discussion opened. by 
K. L. Dole. “Treatment of Toxic Goiter,” by Joseph 
K. Swindt of Pomona; discussion opened by Phillip 
Savage. 

R. L. Alexander of Ontario has transferred his mem- 
bership to the Pomona Valley Section of the Los An- 
geles County Society. 

J. A. Connell, formerly located at San Bernardino, 
is now located in Riverside, and has been transferred 
to that society. 


SAN DIEGO COUNTY 


San Diego County Notes (reported by Robert Pol- 
lock)—Quite a group of the San Diego County mem- 
bers motored to Santa Barbara to participate in the 
spring meeting of the Southern California Medical 
Association, held in Santa Barbara early in April. 
They enjoyed a splendid program. 

Hospital activities in San Diego are rapidly assum- 
ing definite form. The new Mercy Hospital, of the 
Mercy Sisterhood, to replace their former building, 
which has served its purpose so long under the name 
of St. Joseph’s Hospital, has its roof completed and 
in a few days will permit of my sending the Journal 
a photograph of the finished product. The new ‘La 
Jolla Hospital, of fifty beds, has reached a similar 
stage, and being a smaller structure, will probably be 
completed, furnished and opened to the public in 
about ninety days. These two hospitals, added to the 
splendid Naval Hospital, present a group of modern 
structures for the care of the sick of which San Diego 
may well be proud. The proposed new McCullough 
Hospital, a private enterprise which has in the past 
thoroughly demonstrated its utility, has its plans com- 
pleted, its ground selected and will undoubtedly enter 
its new quarters before the first of next year. Renewed 
activity is also in evidence to build a community hos- 
pital, a magnificent site overlooking the park having 
recently been donated for that purpose. This move- 
ment, which has been feeling its way carefully for 
some time, will take the form of a modern hospital, 
built by all the people for all the people and expressive 
of the modern idea of helpful citizenship. 


The county society, to the number of twenty-five, 
recently visited the Imperial County Society at El 
Centro and presented a symposium on our views of 
the value of insulin after our first year of experience 
with it. Papers on the subject were presented by L. H. 
Redelings and Robert Pollock, and liberal discussion 
was entered into by Burger, Burton, Harding, How- 
ard, Rees, Stealy, Thornton, Redelings and Pollock. 
H. P. Newman at the same meeting made a strong ap- 
peal for the support of the Gorgas idea, while Coun- 
cilor Carrington made an interesting talk on what the 
state council has recently been doing for the profes- 
sion it represents. At the conclusion of the meeting 
Kinney, on behalf of the San Diegans, extended a 
cordial invitation to the Imperial County Society to 
furnish a scientific program in San Diego, Saturday, 
June 28, and enjoy such hospitality as that city wishes 
to extend. 

At the regular meeting, held in Science Hall, Balboa 
Park, April 8, Mott H. Arnold presented a terse and 
well-constructed paper on Pyloric Obstruction in In- 
fancy. As a model of briefness, conciseness of state- 
ment and thoroughness in covering the subject, his 
paper left little to be desired. Discussion, like the 
paper itself, was brief and to the point, and at its con- 
clusion Charles R. Ball of St. Paul, Minnesota, re- 
sponded to an invitation from the chair with an ex- 
tremely interesting discussion of Syphilis in Relation 
to the Nervous System. 





SAN FRANCISCO COUNTY 


Proceedings of the San Francisco County Medical 
Society (reported by J. H. Woolsey, secretary)— 


During the month of March, 1924, the following meet- 
ings were held: 

Committee on Medicine—March 4. The interest of 
the general man in neuropsychiatry—M. B. Lennon; 
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Tryparsamid therapy in neurosyphilis—H. G. Mehr- 
tens. 

General Meeting—Tuesday, March 11. New Con- 
stitution and By-Laws adopted; Observations on ovar- 
ian auto-transplantations—F. R. Girard; Testicular 
substance implantations—L, L. Stanley, San Quentin. 

Committee on Surgery—Tuesday, March 18. Diag- 
nosis of intracranial injuries—H. W. Fleming; Treat- 
ment of intracranial injuries—H. C. Naffziger. 

Committee on Eye, Ear, Nose and Throat—Tues- 
day, March 25. Clinical meeting at Stanford Univer- 
sity Hospital. 

Southern Pacific General Hospital Staff Meeting 
(reported by W. T. Cummins, secretary)—The 
monthly staff meeting of the Southern Pacific Gen- 
eral Hospital, San Francisco, was held on April 2 in 
Huntington Hall. Program: “Backache,” by Walter 
I. Baldwin; discussions—Stanley Stillman and W. B. 
Coffey, Surgical; G. J. McChesney, Orthopedics; Fred 
W. Lux, Medical; W. F. Schaller, Neurological; G. L. 
Eaton, Genito-Urinary; M. P. Burnham and L. B. 
Crow, Roentgenological. 

Franklin Hospital Staff Meeting (reported by 
Adolph Rosenthal, medical director)—The monthly 
staff meeting of the Franklin Hospital was held on 
Monday, March 24, J. Wilson Shiels presiding. 

The speaker of the evening was M. P. Burnham, 
who delivered an interesting lecture on “Dyspepsias, 
Reflex to Chronic Infective Lesions of the Liver and 
Its Distributing System,” illustrated with typical 
x-ray plates. The subject prompted more than the 
usual discussions by Guilfoil, Harder, Ingber, Roden- 
baugh, Yoell and Shiels. 

All felt that they owe a deBt of gratitude to Burn- 
ham for his masterful presentation of the subject. 

St. Joseph’s Hospital Staff Meets—On April 9 St. 
Joseph’s Hospital Staff met and heard case reports 
from C. O. Southard (mastoiditis), A. S. Musante 
(pancreatic carcinoma and cholecystectomy), E. T. 
Krebs (cerebral embolism), and C. E. Smith (chronic 
bronchitis). 

C. E. Nixon spoke on “Neurological Errors in Gen- 
eral Practice,” demonstrating that nervous diseases 
simulated many other conditions, on account of the 
distribution of the nerves. Syphilis is the most com- 
mon imitator, especially as exemplified in the early 
gastric, laryngeal and bladder crises of tabes dorsalis; 
and spinal fluid examination is needed to differentiate. 
Encephalitis, obesity, hysteric symptoms, numbness, 
brain and cord tumors, cervical ribs, and peripheral 
neuritis were described and the prognostic importance 
of an early diagnosis shown. Sterling Bunnell spoke 
on “Indications and Methods for Blood Transfusion.” 
Effects of this procedure are an increase of volume 
pressure, antiseptic and hematopoietic properties of 
blood. Indications are acute and chronic bleeding, 
shock, anemia, especially secondary, cachexia, even of 
infants, chronic and acute sepsis, the latter debatable; 
burns, operations on icteric patients, hemophilia and 
hemorrhagia neonatorum, purpura, leucemia, lead poi- 
soning, pellagra and gas poisoning. Reactions from 
the citrate method and pure blood were compared. 
Typing of bloods and the Kimpton-Brown technique, 
and accidents and their prevention were explained by 
demonstration of the apparatus. 

L. Crow showed radiograms of pulmonary infract, 
hypernephroma bone lues, abdominal aneurysm, and 
pericarditic effusion. C. E. Smith presented patho- 
logical specimens of brain, liver, heart and abdomen. 

The program for May 21 follows: “Specific Obli- 
gations of Physicians Under the Law,” by Mr. Hartley 
F. Peart; “Local Police Regulations Affecting Doc- 
tors,” by Captain Duncartf Matheson, and “Plastic- 
Surgery,” by G. W. Pierce. 


SANTA BARBARA COUNTY 


Santa Barbara County Medical Society (reported 
by Alex C. Soper, secretary)—The society held its 
regular meeting April 14 at the Cottage Hospital, 
President Robinson in the chair. Present, twenty-two 
members, four interns and one guest. 

The matter of the proposed Therapeutic Gymna- 
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sium was again tabled, due to press of other business. 
Correspondence was read, with the State HQ., regard- 
ing Industrial Medicine Questionnaire, regarding 
Medical Defense, with the A: M. A. regarding “Hy- 
geia” magazine, and notice again made of society 
dues payable. 

The secretary brought to attention the character 
of the patent medicine ads being carried over the 
names of leading drug stores in town, as being inimi- 
cal to the interests of the ethical medical profession; 
and it was moved, seconded by Pierce, that the presi- 
dent appoint a committee to investigate the matter 
and to draw up a letter to be approved by the society, 
protesting against such ads. Passed unanimously. 
Pierce, Stevens and Soper were appointed. 

Case reports followed, each five minutes: “Bone 
metastasis in carcinoma of the prostate”’—Henry UIl- 
mann; “Acute suppurative mastoiditis treated conser- 
vatively’"—Henry J. Profant; “Parotitis following 
general surgery’—Horace F. Pierce; “Aphagia”— 
Hugh Freidell. 

The main address of the evening was on “Surgery 
of the Hand,” by Sterling Bunnell of San Francisco, 
illustrated with lantern slides and with types of splints 
and apparatus used. This very thorough exposition 
of technique was much appreciated by the members, 
and discussion was participated in by Pierce, Schur- 
meier, Ullmann, Nuzum and Stevens. 


SONOMA COUNTY 


Sonoma County Medical Society (reported by N. 
Juell, secretary)—The Sonoma County Medical Soci- 
ety met at the Santa Rosa Chamber of Commerce, 
Thursday, April 10, with twelve members and eighteen 
visitors present. There was a general discussion, led 
by Elizabeth Emerson, of the State Board of Health’s 
plan for a medical examination of all children of pre- 
school age entering school this fall, in which all doc- 
tors and dentists are expected to participate, the ex- 
amination to take place between April 15 and May 15. 
Dr. Leppo, dentist, spoke on the dental problem. 
The idea was to decide on the chief points of child 
hygiene which we should attempt to impress upon 
the mothers who will be present at the examination. 

Kristine Blickert Johnstone of Eldridge was ad- 
mitted to membership. 





The Seminal Vesicles in Arthritis—The necessity 
of examination and of immediate treatment in those 
cases of arthritis which are due to the seminal ves- 
icles being the primary site of infection, as in exten- 
sion of a gonorrheal infection is urged by Daniel E. 
Shea, Hartford, Conn. (Journal A. M. A., January 
26, 1924), and attention is directed to cases in which 
the seminal vesicles are presumably the site of sec- 
ondary infection from teeth, tonsils or some other 
area of infection, and in turn become the focus that 
supplies toxins to the synovial membranes in arthritis 
even after the primary area has been destroyed. 
Cases are cited in which every one of the patients 
had had arthritis for some period of time, and many 
of them had had other foci of infection removed with 
no effect on the arthritic condition. Among the areas 
previously treated were the tonsils, teeth, colon, and 
skin. In several of the cases the same organism was 
found in the original area of infection as was found 
in the seminal vesicle. Organisms other than the 
gonococcus found were: Micrococcus catarrhalis, 
Staphylococcus albus and aureus, Bacillus coli com- 
munis, Streptococcus viridans, hemolytic streptococ- 
cus and diphtheroid bacillus. Treatment consisted, 
as a rule, of non-surgical methods; namely, massage 
of the seminal vesicles and prostate, heat to the parts 
and vaccines. Direct medication to the seminal ves- 
icles was used in several cases. Surgical intervention, 
consisting of vesiculectomy, was used only in very 
acute conditions in which the contents of the vesicles 
could not be expressed; also, in one case of hard, 
fibrous, indurated vesicles that were producing much 
discomfort. 
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About the Annual Meeting (reported by William 
L. Rich, secretary)—The program for the annual 
meeting of the Utah State Medical Association, to 
be held in Logan June 19, 20, 21, is now being pre- 
pared. We are assured of the following speakers: 
Dean Lewis of Chicago will be with us and will 
probably give us a series of talks. L. G. Rowntree 
of the Mayo Clinic has consented to give two or 
three lectures. E. V. McCullum of Johns Hopkins 
will give the following papers: “The Present Status 
of Our Knowledge of Vitamins”; “Nutritional As- 
pects of Preventive Dentistry”; “Present Status of 
Our Knowledge of the Etiology of Rickets.” John 
B. Doyl of the Neurological Department of the Mayo 
Clinic will speak on “Clinical Manifestation and 
Treatment of Encephalitis Epidemica,”’ and probably 
two other subjects not yet announced. We are also 
expecting Professor Alfred S. Warthin of Ann Arbor, 
Mich., and R. C. McClain of Detroit, Mich., and pos- 
sibly W. G. Anderson of Yale University. 

We anticipate an excellent program and a good 
attendance. The visitors who arrive in Salt Lake 
will be taken in automobiles to Logan Thursday 
morning. It is planned to have the scientific session 
begin Thursday, June 19, at 2 p. m. There will be 
a meeting of the Council and House of Delegates at 
10 a. m. on Thursday preceding the opening of the 
scientific session. The annual banquet will be held 
at the Hotel Eccles, Thursday evening at 7 p. m., at 
which time we shall hear the president’s address and 
the report of the advisory committée to the Medical 
Department of the University of Utah. Following 
this there will be toasts and a relaxation from the 
more serious aspects of medicine. 

The ladies are invited, but will be entertained sepa- 
rately by the ladies’ committee, who are making 
preparations for a very pleasant evening. 

On one evening there will be a public meeting, to 
which the general public will be invited. 





Salt Lake County Medical Society (reported by 
M. M. Critchlow, secretary)—The regular meeting of 
the Salt Lake County Medical Society was held at 
the Commercial Club, Salt Lake City, Utah, Monday, 
March 24, 1924, President A. A. Kerr presiding. 
Sixty-three members and one visitor were present. 

The subject of the first paper on the program was 
“Encephalitis,” by J. R. Llewellyn. He went into the 
history of the disease, its relationship to influenza, 
the bacteriology and the treatment by Rosenow’s 
anti-streptococcic serum. He reviewed four cases 
which he had treated, from which conclusions can- 
not be definitely drawn as yet. This very interesting 
paper was discussed by F. J. Curtis and R. T. Jelli- 
son. 

The second paper was entitled “Drug Eruption,” 
by Clifford Pearsall, in which he clearly brought out 
symptoms, types and time of appearance of eruptions 
in parts of body involved. He discussed in detail 
eruptions caused by arsenic, copaiba, quinine, coal- 
tar drugs, salicylates, luminal, phenolnhthalein, bro- 
mine, and iodine. This paper was discussed bv W. L. 
Rich and E. L. Skidmore. 

R. O. Porter’s application for membership and his 
transfer card from the Cache Valley Medical So- 
ciety, were considered and he was elected to mem- 
bership. 

F. G. Eskelson and Scott A. Jones were also elected 
to membership. 

Communication to Rich from the secretary of the 
California Medical Association was read, inviting the 
Utah State Medical Association to send a fraternal 
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delegate to the fifty-third annual meeting of the Cali- 
fornia Medical Association. 

A letter from the executive secretary of the Bureau 
of Legal Medicine and Legislation, American Medi- 
cal Association, addressed to Rich, secretary of the 
Utah State Association, was read. This letter urged 
the Utah State Association to request Senator Smoot 
to use his influence to have the Harrison Narcotic 
tax reduced and also to allow physicians to exempt 
from their Federal Income tax, money expended in 
post-graduate work. Kahn moved that a committee 
of three men who would have personal influence 
with Senator Smoot, be appointed by the President 
to offer suggestions as outlined in the letter and 
send them to Senator Smoot in the form of resolu- 
tions from this society as a component part of the 
Utah State Medical Association and that Rich re- 
quest the State Association to take the same action. 
Rich suggested that all county societies take the same 
action. Motion was seconded by C. A. Broaddus. 
Carried. Tyndale suggested that all physicians who 
know Senator Smoot send him a personal letter in 
regard to this matter. 

Calderwood reported for his committee that the 
city commission are considering transferring the 
Baby Clinic to the Community Clinic, but no action 
has been taken as yet. President Kerr told of his con- 
ference with the mayor in regard to the Baby Clinic. 
Kahn reported that the Liability Insurance Commit- 
tee was not ready to give a final report as yet, but 
would give it at the next meeting. 

Tyndale reported for the Library Committee an- 
nouncing that the loan library would be locked up, 
the key in possession of the librarian. He reported 
several current magazines were missing and re- 
quested that they be returned at an early date. He 
also requested that members hand in a list of the 
books that they want purchased to any member of 
the Library Committee. 

Calonge announced that he would be glad to re- 
ceive any evidence of the activities of the so-called 
ambulance chaser lawyers, aS a newspaper man was 
anxious to secure evidence against them. Hampton 
moved that the society purchase a blackboard. Sec- 
onded and carried. Straup announced that a clinical 
meeting would be held at the Salt Lake County Hos- 
pital on March 31, and invited all members of the 
society to be present. 





April meeting of the Salt Lake County Medical 
Society at the Commercial Club, Salt Lake City, 
Utah, Monday, April 14, 1924, President Kerr pre- 
siding. 

Fifty-eight members and three visitors were present. 

J. F. Critchlow gave a preliminary report on a case 
of acute traumatic rupture of the diaphragm with her- 
niation of certain viscera. He reviewed literature and 
described the operation under paravertebral nerve 
blocking. 

H. C. Holbrook presented two cases of torticollis 
recently operated. 

T. B. Beatty spoke briefly on the goitre problem 
of the school children of Utah and requested assist- 
ance fom the local physicians in the examinations of 
the Salt Lake City school children. 

Professor George S. Snoddy of the University of 
Utah talked briefly about his stability test, its appli- 
cation in forecasting epileptic seizures and urged the 
physicians to make use of his tests in the treatment 
of epileptics. 

F. F. Hatch read an extremely interesting paper on 
the “Diagnosis and Treatment of Diseases of the 
Prostate.” He dwelt on the indications for prostatec- 
tomy, preliminary care, anesthetic and operative tech- 
nique, complications and post-operative treatment. 
He reviewed his series of cases and demonstrated 
some x-ray films. His points were illustrated with 
views projected on the screen. This paper was dis- 
cussed by F. A. Goeltz and Ernest Van Cott. 


S. C. Baldwin moved that V. J. Clark’s paper be 
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postponed until the next meeting. Seconded and 
carried. 

Delegates for the annual meeting of the State 
Association were nominated and the following mem- 
bers were elected: A. A. Kerr, A. C. Behle, J. C. 
Landenberger, M. M. Critchlow, E. M. Neher, W. R. 
Tyndale, Ernest Van Cott, C. L. Shields, H. P. Kirt- 
ley, W. R. Calderwood, D. L. Barnard, V. J. Clark and 
F. B. Steele. 

The following members were elected alternates: 
William F. Beer, T. B. Beatty, F. E. Straup, Clifford 
Pearsall and David Smith. 

Sol Kahn read his report for the Liability and In- 
surance Committee. It was moved that it be adopted. 
Seconded and carried. A. A. Kerr read a letter from 
the Thompson Investment Company, describing its 
new building and the inducements it offered for phy- 
sicians. The floor plan was also shown. This was 
referred to the Building Committee. 

President Kerr read a report of the Necrology 
Committee by D. L. Barnard, chairman, relative to the 
death of our member, Dr. J. Lane. 


Woman’s Auxiliary, Salt Lake County Medical 
Society Organized (reported by Mrs. Lawrence Oss- 
man) — The Woman’s Auxiliary to the Salt Lake 
County Medical Society was organized March, 1924, 
with the following officers: President, Mrs. F. M. 
McHugh; first vice-president, Mrs. Spencer Wright; 
second vice-president, Mrs. J. C. Landenberger; sec- 
retary, Mrs. Claude L. Shields; corresponding secre- 
tary, Mrs. Lawrence Ossman; treasurer, Mrs. A. J. 
Murphy; parliamentarian, Mrs. Scott Keyting. 


Nevada State Medical 
Association 


HORACE J. BROWN, M. D., 

CLAUDE BE. PIERSALL, M. D., Reno 
Secretary-Treasurer and Associate Editor for Nevada 
Washoe County Medical Society (reported by Vin- 

ton A. Muller, secretary)—A regular meeting of the 

Washoe County Medical Society was held on Tues- 

day evening, April 8, at the Commercial Club, in 

Reno. President R. H. Richardson presided at the 

meeting, and there were twenty-two members present. 

The minutes of the previous meetings of February 
5 and March 11, 1924, were read and approved, after 
which the society listened to an extremely interest- 
ing paper given by Ernest H. Falconer, Associate 
Clinical Professor of Medicine at the University of 
California. Falconer spoke at length on the changes 
taking. place in the bone-marrow in the anemias 
and the leukemias. The title of his paper was, “Can 
We Stimulate the Bone-Marrow in the Treatment of 
Anemias?” and he covered the subject in a very 
thorough and most interesting manner. His talk was 
illustrated with lantern slides. 

The applications for membership of E. E. Hamer 
of Carson City, Nev., and W. M. Edwards, Mason, 
Nev., were read and given over to the board of cen- 
sors, to be voted upon at the next meeting. The 
board of censors had not met to discuss the applica- 
tions of Ira Sellers and Barrows; therefore, these ap- 
plications cannot be voted upon until our next regu- 
lar meeting in May. 


Physical Factors Pertaining to Hay-fever — It is 
A. G. Gould’s, Ithaca, N. Y. (Journal A. M. A., 
March 1, 1924), opinion that there are a great num- 
ber of factors which havé to do with the severity of 
hay-fever. Some of these undoubtedly are the amount 
and frequency of rainfall; the amount of growth of 
the plants responsible for the hay-fever, which is in- 
fluenced by the amount and frequency of the rainfall, 
the temperature, and the amount of sunlight; the 
velocity of the wind; the amount of exposure to the 
pollen; the state of the anatomy of the nose, and the 
personal hygiene of the patient. There may be some 
cumulative immunity from year to year, but Gould 
believes that its importance has been exaggerated. 
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CORRESPONDENCE 


Editor California State Journal of Medicine, Balboa 
Building, San Francisco, Calif. 


Dear Sir—Enclosed find case report which some 
of us have considered rather interesting. 
Very truly yours, 
LINWOOD DOZIER, M.D. 


Case Report (by Linwood Dozier, Stockton, Calif.) 
—J. J. R. Born 1885. Referred for treatment, August, 
1914, by Fred Clark, with diagnosis of general pare- 
sis. The man acknowledged to a primary several 
years before. His reflexes were exaggerated and he 
had the usual inco-ordination of speech; confusion, etc. 
Wassermann in blood was ; in spinal fluid +++. 


The man received hydrotherapy, was put and kept 
en KI and Hg intramusc. and courses of 0.6 salvar- 
san intravenous. 


By August, 1915, he had improved enough to leave 
the sanatorium and care for himself, but in Octo- 
ber, 1915, the man suddenly had a severe headache; 
became dizzy and aphasic and with a little weakness 
of right side. He was seen by Moffitt and James 
Pressley, who concurred in diagnosis of general pare- 
sis. He soon recovered from this attack. From 
August, 1914, to October, 1916, he received continu- 
ously KI in large doses—Hg intramusc. and thirty- 
four doses of 0.6 salvarsan. 


In August 1916, he had a epileptiform attack; got 
blue in face, etc., remained confused and then rapidly 
went into deep coma and remained semi-comatose for 
several days, with recurring corivulsions. Under re- 
straint a decubitus about 6x6 inches developed over 
and to depth of the sacrum. Moffitt in consultation, 
in October, 1916, advised against further anti-luetic 
treatment. The man left the hospital in six months 
with decubitus practically healed and was under care 
of nurse for another six months, but showed a grad- 
ual improvement for several years. 


Before his trouble in 1914, the man had been ath- 
letic and had been in charge of a large and compli- 
cated business house, and popular socially. At pres- 
ent, 1924, he is in charge of one department of this 
former business house and is extremely exact in all 
transactions. Socially, he is fairly sure of himself; 
mixes moderately and enjoys old acquaintances, but 
seems to seek very few new ones. 

This is reported as a case of general paresis of ten 
years’ standing treated by intravenous salvarsan and 
now arrested. Search of the literature available 
shows no parallel cases of over five years’ duration. 


A New Test for Bile Pigments in Urine, Bile and 
Blood Serum— While investigating the relation of 
bile pigments and metabolism in dogs with complete 
obstructive jaundice, or with biliary exclusion in 
which the bile was eliminated through the urine by 
means of a cholecystonephrostomy, Robert Kapsi- 
now, New Haven, Conn. (Journal A. M. A., March 1, 
1924), examined the urines as a routine for evidences 
of intestinal putrefaction as demonstrated by the test 
for indican. He rarely found the indican test posi- 
tive, but instead observed that the urine became deep 
green in every instance. The test for indican em- 
ployed was the Obermayer test. It was found that 
all urines containing bile pigments when treated with 
Obermayer’s reagent became a deep greenish blue at 
once. This color was not extracted by the chloro- 
form, and therefore could not have been due to indi- 
can. Many urines from normal dogs did not give this 
reaction. The test was performed on many speci- 
mens of urine obtained from patients, and in no case 
was it positive except when bile pigments were pres- 
ent. None of the drugs used in medication were 
found to interfere with the test. 
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Hospitals and Real Estate Values—Hardly a week 
passes that the press doesn’t carry doubly ludicrous 
stories of contests and controversies over the influ- 
ence a hospital may have upon the value of sur- 
rounding real estate. 

In the first place, a modern hospital should not 
and does not in most urban communities cause a 
depreciation of property—quite the reverse. For in- 
stance, two of the newest and finest hospitals in one 
great Eastern city were secured for the most promi- 
nent street in the city—or in the world for that 
matter—because the surrounding property owners 
made concessions to get it there. A modern hospital 
is just as much an asset to a busy street as is a hotel 
or department store. The objections of realtors is 
based not upon hospitals as they now are conducted, 
but upon their reputation during the lifetime of past 
generations. 

In the second place, it is inconceivable to hospital 
executives that any group of people would want to 
build a hospital on down town business streets with 
their very high values, unless they propose to build 
the new and modern “hotel-hospital,” now being con- 
structed in so many places. With these “hotel- 
hospitals,” the lower floors are used for hotel pur- 
poses and for stores, with rentals that offset the 
excessive values of real estate taxes and insurance. 
The upper floors are, of course, hotels. Few, if any, 
hotels even try to utilize more than a fraction of 
their ground floor space for hotel purposes. Nor 
could they afford to do so even at modern hotel rates 
which even a plutocrat would not call cheap. 

Otherwise, every reason exists for locating hospi- 
tals farther out in cities where property is less expen- 
Sive, noise not so great, and where there are better 
parking and breathing facilities. Most people who 
get sick do not live “down town,” and there is no 
reason why they should be taken there when they 
need hospital care, unless it is felt that the noise, 
dust, hustle and bustle of a “down-town”’ section is 
considered good “medicine.” 

It is only a habit, and a very foolish obsolete one 
at that, that keeps doctors’ office buildings “down 
town.” Many cities are rapidly getting away from 
the custom, and as sure as the sun shines more of 
them will do so, once the movement gains a little 
more headway. 


The primary and only interest physicians have in 
_ this question is because of its influence in the cost 
of good medical care, whether the patient is sick in 
a hospital, or walks to a doctor’s office. “Overhead” 
is an important item of hospital costs, and it takes a 
good share of the doctor’s office income. Good man- 
agement, and with the elimination of some of the 
“luxury” features, would decrease prevalent hospital 
deficits, improve the doctor’s net income, and help 
reduce the cost of medicine to the patient. 





Too Many Official Health Units—It has been for 
some time an obvious fact that there are too many 
small, insignificant, ineffectively operated official 
health units in this and in many other states. Each 
county has a health unit—as it should have—and it 
would be all right if the division of authority and 
responsibilities stopped here; except possibly in some 
counties with more than one large city. The average 
county has from .one to several small incorporate 
towns of from a few hundred to a few thousand in- 
habitants. Each of these has its own official health 
machinery. The border line between these towns and 
the rest of the county, of which they are a part, is 
often a quarantined zone where controversies about 
who’s who and what’s what between county authori- 
ties and city authorities go on indefinitely. A motor- 
ist passing. through many of these little towns on the 
state and county highways can tell when he: passes 
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into the “township” and out again simply by the 
roughness of the road at the boundary lines. Much 
the same sort of roughness is apparent in health 
work. 

More counties should do what some have done and 
others are trying to do by extending the county 
health board’s responsibilities to include the incorpo- 
rated townships of the county. San Luis Obispo 
County is now engaged in an attempt to bring this 
about. If they succeed and will then establish a 
strong county health board with a full-time execu- 
tive officer, they can both reduce the costs of health 
work and have better service than is possible under 
the present plan of separate boards for each of the 
several small towns of the county. 





Venice Emergency Hospital—The municipality of 
Venice has opened an emergency hospital next door 
to the police headquarters. According to the city 
manager, the hospital and clinic is conducted by L. L. 
Magee, city health officer, and is equipped to handle 
any sort of an emergency occurring at any time. 





Glendale Municipal Clinic— A municipal clinic is 
being operated at the corner of Brand boulevard and 
Los Feliz road by the city health officer, G. Kaem- 
merling. The health department collects fees for 
“part-pay” patients and renders free service to others. 





Health Center Work in Visalia—A health center 
or child welfare conference was conducted on West 
Main street by school and public health nurses re- 
cently. Miss Marion F. Horrocks and Mrs. Meta V. 
Keener were in charge. Mothers were invited to 
bring their babies for examination. Instead of a phy- 
sician being in attendance, as in a clinic, the nurses 
weigh and measure the children and give advice on 
health problems. If defects are found, the mothers 
are referred to their private physicians or, if the occa- 
sion warrants, treatment will be given at the clinic. 





Mothers’ Helpers—There seems to be springing up 
over the country a new class of those who serve. 
They are called “mothers’ helpers” or “home help- 
ers.” Some of them may be engaged by the day for 
as long as they are needed, while others are “visiting 
mothers’ helpers” who spend so many hours at cer- 
tain times of the day helping to hold the home to- 
gether during sickness. In some places, these per- 
sons are being given instruction in practical home 
nursing. One New York City organization maintains 
a bureau, or register, for placing “mothers’ helpers.” 
The principal difference between “mothers’ helpers” 
and maids appears to be in the title, and in placing 
the service upon a temporary basis. 





An Interesting Health Development — The first 
chapter of an interesting controversy between the 
political powers and the county medical society in 
a New. York county was recently concluded. The 
political body had decided to turn over a certain im- 
portant phase of medical practice to the usual groups 
of technicians who were to practice medicine under 
the usual misleading names and were to get their 
salaries and protection from lay organizations sup- 
ported by subsidies. The medical society took the 
problem to the public and won out to the extent that 
all classes of technicians’ work was to be frankly 
labeled for what it was, and that all classes of these 
technicians were to operate under policies laid down 
by a committee of the medical society. All of the 
technicians’ individual work must be carried out 
under the supervision of a physician. 





School Board Dismisses Doctors and Appoints 
Nurses to Practice Medicine Among School Children 
—The school board of an Illinois community “fired” 
their school doctors and employed nurses to do their 
work. They claimed a saving of $900 a year by the 
change. 

The comments upon this incident have shaken a 
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lot of physicians and other good citizens into coim- 
plete wakefulness. 


Clinics Conducted by Non-Medical People — Re- 
cently the medical society of a large Eastern county 
refused to further co-operate with a powerful, largely 
non-medical welfare organization who are conduct- 
ing a chain of clinics and health centers in that city 
and in yours. The physicians insisted that they 
should have the say as to the professional work, who 
should do it, and that the credit be placed where it 
belonged. As usual, the welfare organization declined 
to adopt either of the suggestions. 


Rotary Clubs Enter Medical Field—Recently, the 
Rotary Clubs of Illinois planned to conduct crippled 
children’s clinics throughout the state. The council 
of the State Medical Association passed a resolution 
to the effect that the Rotary Club should not enter 
the practice of medicine, and that the physicians, 
many of whom were Rotarians, can more efficiently 
render the same service, the exact wording being as 
follows: “That the Illinois Medical Society, through 
its council, condemn and advise against such arrange- 
ments, and recommend that these crippled children’s 
clinics supported by Rotary be conducted by the 
local medical and surgical men in the various coun- 
ties where same are to be conducted.” 


The Legal Relation Between Physician and Patient 
—The relation between physician and patient is a 
personal one, says Medical Economics, February, 
1924. It will be remembered that the able Thomas 
Linacre, who attended Henry VIII, King of Eng- 
land, made it a rule of the College of Physicians, 
which he founded, that no member of that body 
could practice in partnership or be engaged in selling 
drugs. This principle is more or less recognized by 
custom and the common law, and in some common- 
wealths of the United States, as in New York, the 
physician is expressly forbidden to hide his identity 
under a charter. In medicine, the corporation is per- 
mitted to have neither soul nor body. The doctor 
personally is responsible to his patient. 


_ For the Family Physician—It is interesting and 
important and significant that a number of good 
medical schools and hospitals are opening up special 
courses for general practitioners of medicine. In the 
better schools these courses are separated into units 
of two or four weeks each, and the physician may 
take as many units as he desires. 

The instruction is all directed toward developing 
a mind capable of collecting all the varieties of evi- 
dence of illness, weighing it accurately, and giving 
judgment in the form of diagnosis. Methods of im- 
proved craftsmanship in treatment are accentuated 
and the general physician’s duties as the first and 
still most reliable and dependable health officer are 
considered most important of all. The teaching is all 
done by men in active practice. 

What an opportunity is available along these lines 
for our three Class A medical schools, as well as 
some of our excellent hospitals. 


Ousting of Chiropractic Board Sustained — The 
findings of the lower court which held that the ap- 
pointment of Ray S. La Barre, Alden Peterson, 
James P. Compton, Joséph G. Edgerton, and W. A. 
Messick as a chiropractic examining board was ille- 
gal, has been sustained by the Supreme Court. These 
men had not legally practiced chiropractic in Cali- 
fornia for three years prior to appointment, as pro- 
vided in their initiative law. 

It does not appear certain that it will be possible 
to appoint a legal board. While there are members 
of chiropractors who hold licenses as drugless prac- 
titioners, it is stated that none has been legally 
licensed as chiropractors. 
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The Sickness and Hospital Problem of New York 
—Last year the hospitals and clinics of New York 
City served well over 3,000,000 people, exclusive of 
the well to do. It took 12,000 doctors and nurses to 
render the service, and over 90 per cent of the doc- 
tors’ services were without pay. The fifty-eight hos- 
pitals from which, and in which most of this service 
is rendered, are assisted by the United Hospital 
Fund. The average daily applications for admission 
are about 8500. 


Insurance Companies Getting Particular About the 
Education of Their Doctors— The only surprising 
feature of the new move among some insurance com- 
panies to check up on the education of their doctors 
is why they have delayed this action so long. 

Every other feature of life, sickness and health in- 
surance is relatively of minor importance when com- 
pared with the findings of the medical examiners. 
For many years insurance companies were unable to 
get enough of the best physicians to do their work 
for the fees they were willing to pay. The situation 
is not by any means what it should be today, and it 
will not be satisfactory until adequate education and 
experience become the basis of selecting and appoint- 
ing physicians to insurance positions. The companies 
might and probably would be compelled to pay their 
doctors larger fees, but we suspect that the financial 
balance-sheet would reflect a saving for the company. 
In any event, it is encouraging to see some of the 
more reliable companies making a start in the right 
direction. 


Michigan T. B. Association Conducts “Institute”— 
Short “intensive” educational courses in “institutes” 
teaching plants are becoming quite popular. Some of 
these “courses” last most all day, and others last 
about as long as it takes a chiropractic “college” to 
educate a “doctor.” Many groups of technicians have 
useful and worthwhile places among the medical 
agencies, and if the “courses” offered them were 
calculated to make their work as technicians more 
effective, they would accomplish much good. Some- 
times this is so. Much more often the courses are 
designed to produce “near doctors” out of good tech- 
nicians. This is definitely harmful to the cause of 
better medicine. 

The Michigan “courses” last two weeks. Such 
things as how to distinguish between malnutrition 
and tuberculosis; public speaking and public health 
topics; modern health crusades; public health re- 
search; why movies and automobiles are menaces to 
the “pre-tuberculous” and other similar subjects are 
included. 

One physician speaker sounded a note of warning 
as to possible dangers on the road we are traveling 
in making everyone a “doctor.” He even said that if 
public health work were to become more effective, it 
would be necessary to remove it from the emotional 
and place it upon an “intellectual” plane. 


The Costs of Visiting Nursing Service—One great 
organization that spends large sums of money and 
carries a large staff of visiting nurses in New York 
has carefully tabulated the cost per visit of the nurs- 
ing service, and it amounts to the sum of $1.05. Of 
this amount, 64 cents is staff salaries, 28 cents is 
supervision and general overhead, and 13 cents is for 
clerical help. 


Simplifying Diphtheria Prevention—The New York 
health authorities are eliminating the Schick test in 
part of the diphtheria prevention work in children 
under six years of age. All the Schick test does is 
to determine whether or not the child is susceptible 
to diphtheria at the moment. Statistics show that 
such a preponderating percentage of those under six 
years are susceptible that it is proposed to give them 
all toxin-antitoxin without the Schick test. The test 
will be continued for those over six. 
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Question—How much nursing per patient is con- 
sidered necessary in good hospital service, and what 
should it cost? 

Answer—The correct answer depends upon many 
conditions. One is the arrangements provided by the 
hospital for prompt effective nursing. For example, 
a nurse in a good well-planned hospital with all the 
facilities she needs brought together in a central ser- 
vice station can render much more service than the 
one who must run all over the floor and often up 
and downstairs to secure the things she needs for any 
particular service. The time devoted to each patient 
is decidedly influenced by the physical provisions of 
privacy for patients. If the patient is in a private 
room with a noiseless swinging door, the nurse only 
has to walk in and render her service. If the patient 
is in a ward, from five to fifteen minutes of the 
nurse’s time is required to secure the privacy neces- 
sary for most of her services before she is ready to 
actually render the service. After the service, more 
time is required to remove the screens, irrigating- 
stands and other paraphernalia she has used. This 
is a partial explanation of why adequate ward nurs- 
ing is more expensive than private-room nursing. 

Other factors that must influence the answer to your 
question are the classes of patients. Whether the 
patients are maternity, contagious, surgical, acutely 
sick, and what not, of course determines to a marked 
degree the amount of nursing time they should have. 

Assuming a complete, well arranged, well managed 
hospital of 100 or more beds accepting all classes of 
sick people, the answer to your question still is at 
best little more than a guess. Several executives have 
studied and reported upon the problem, and their an- 
swers vary from one hour to six hours of required 
nursing service for each patient for twenty-four 
hours. The amount and quality of orderly and maid 
service supplied, the widely varying requirements of 
doctors; the presence or absence of students of nurs- 
ing, the manner of nursing “shifts,” and many other 
conditions contribute to the difficulties of answering 
your question. 

Costs of Nursing—Many of the factors mentioned 
above as applying to the amount of nursing service 
are, of course, also operative in figuring costs. 

Then, too, the compensation and the length of the 
nurse’s work-day are important. In California, nurses 
have a twelve-hour day with a two-hour rest period. 
They are paid from $100 to $150 a month, with 
usually one day a week to themselves and two or 
more weeks vacation during the year. Private-duty 
nurses are paid from $5 to $7 for a ten-hour day and 
maintenance. 

If we then say that the average patient requires 
four hours actual nursing care during twenty-four 
hours or two hours of the day nurse’s and two hours 
of the night nurse’s day, one day and one night nurse 
could take care of six patients at a total cost of $12 
to $15 a day or $2 to $2.50 a day for each patient. 

Further comment and suggestions are invited. 





The Cults and the College of Surgeons—Under this 
title the Cincinnati Journal of Medicine, April, 1924, 
says in part, editorially: “The propaganda in behalf 
of the American College of Surgeons, so brilliantly 
begun in the Chicago daily papers in October, is sup- 
plemented by an article in Harper’s Monthly by Wil- 
liam G. Shepherd. Harper’s editor says: ‘This article 
has been read, carefully reviewed, and approved by 
several of the eminent surgeons of the United States, 
who are familiar, at first hand, with the conditions 
described therein, and with the objects and achieve- 
ments of the American College of Surgeons.’ 

“The eminent surgeons that reviewed this article 
must be members of the College of Surgeons, because, 
surely, no one that had not an ax to grind would coun- 
tenance such absurd statements as it contains. There- 
fore, we have a right to infer that this article was 
inspired by members of the College of Surgeons, who 
wish to use it is a club to drive within their fold those 
surgeons who have been recalcitrant to their persua- 
sive powers. It is evidently intended to create a feel- 
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ing of distrust by the laity in any surgeon who doesn’t 
write F. A. C. S. after his name, regardless of the 
reputation he may have acquired by years of work of 
high quality, and by years of conduct that reflects 
credit upon his profession, as well as upon him as a 
man. Although the writer is not a member of the 
College of Surgeons, he has always had the most 
kindly feeling for it and has appreciated the fact that 
it has undertaken a tremendous task, has labored 
under difficulties, and has accomplished some good, 
especially in raising the standard of the hospitals. 
Therefore it is with genuine sorrow that we see the 
College of Surgeons adopt the methods they have. 
It will make enemies for the college. 

“The leopard does not change his spots; a liar will 
not fail to lie because he has promised not to, Every 
lodge, every profession, every church, has rascals 
within its fold. Is the College of Surgeons the one 
exception to this general rule? 

“If a surgeon, eligible for membership in the Col- 
lege of Surgeons, be asked why he does not join it, 
he will usually give one or all of the following rea- 
sons: The college in the beginning took in so many 
men of mediocre ability that he feels it would be no 
honor to him to have his name listed with theirs. Its 
law against the division of fees, like the Volstead Act, 
is not being enforced. The men constituting the ‘inner 
circle’ or the medico-political machine that runs the 
college are always ‘browsing along the brink of im- 
propriety’ as regards advertising themselves. This 
should lead the College of Surgeons to assume an 
attitude of becoming modesty. Truly great men are 
always modest. Truly great institutions require no 
‘muckraking’ correspondents to describe the depravity 
of the rest of the world, to furnish a dark background, 
that their virtues may be seen. 

“*There will be other surgeons round the corner— 
in this new day of surgery—who will not stand by the 
old fogy code of not taking another man’s cases who 
will help you’ (Harper’s, page 314). So that is the 
ethics promulgated by the College of Surgeons, is it? 
The eminent surgeons that read this article before 
publication approved this statement. No harm for a 
member of the College of Surgeons to steal from one 
who is not! Our author tells us the college received 
$90,000 from the Carnegie Foundation. Did the foun- 
dation impose the ethics of the market place on the 
recipient? ‘To cut the greed glands out of surgery 
has really been the first step of the College of Sur- 
geons.’ Surely the operator got the wrong glands!” 

Is This the Ideal County Medical Society?—The 
Idaho Falls Medical Society has all practicing physi- 
cians in its territory enrolled as members; does the 
medical work for its city and its county; has a meet- 
ing on the first Friday evening of each month, with a 
dinner before the scientific program; pays its secre- 
tary; pays the county and state dues for its members; 


pays the dues for its members as members of the 


League for the Conservation of Public Health, a state- 
wide organization; provides a $5000 indemnity policy 
for each member; pays for narcotic licenses for mem- 
bers; pays for the state renewal license for members; 
pays for the dinners served at its regular meetings; 
has all members present at every meeting except when 
emergencies prevent attendance. The money paid by 
the city of Idaho Falls and the county for medical 
service is paid to the society—American Medical As- 
sociation Bulletin, March, 1924. 

Medical Ideals to be Attained—In discussing this 
subject (West Virginia Medical Journal) Oscar B. 
Biern says in part: “The ideal of fraternalism must 
be kept alive. Jealousy, criticism and intolerance 
lamentably weaken medical influence. Much can be 
done to perpetuate the tradition of a brotherhood by 
earnest attempts to create a scientific unity. The gos- 
pel must be preached especially to those backward 
members of the profession who rarely attend county, 
city, state, or national medical meetings. Fraternalism 
with workers whose daily life is occupied not with 
the care of the sick, but with the scientific study of 
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conditions underlying such care, is quite as important. 
The benefits to be derived are equally reciprocal.” 


s 


Physicians and Dentists of Hollywood to Have 
Million Dollar Office Building—Incorporation papers 
have been issued to “Medical Center Inc.” of Holly- 
wood. It is the purpose of the promoters to lease 
space only to doctors and dentists. 

We would like to caution members of the California 
Medical Association to be sure that “doctor” and 
“dentist” is defined in a satisfactory manner in the 
articles of incorporation. And furthermore, that the 
authority to pass upon applications for lease be vested 
in safe hands. The history of alleged doctors’ office 
building promotions justify these precautions. 


“Health Surveying as a Favorite Indoor Sport”— 
There are more alleged surveys in California than 
there are in any other state and more than there 
are in any other country of the world. In fact, 
it seems to be one of our favorite occupations and is 
much vaunted as a stimulating research problem. It 
is customary for us to have from four tu forty health 
surveys, local and general, going on all the time. They 
are sometimes by local surveyors, but most often by 
imported “one-night standers.” Their survey reports 
are all voluminously filled with platitudes and propa- 
ganda. They are sometimes published, but more often 
they are “confidential” documents. No one pays much 
attention to any of them any more. They could not 
if they would, because a start is hardly made on any 
program until someone thinks of another survey and 
another surveyor, and we are off on a new line. 

Milling around is at its height and chewing the cud 
of reflection is unpopular. Motion, motion every- 
where without a place to go. Surveys cost money and 
imported surveyors demand good fees. There are in- 
stances in California where public-spirited influences 
asked for and received “expert” “surveyors’” opinions 
for quite reasonable fees, while the surveyor received 
Teapot Dome fees for service to those who always 
know what they want and how to get it. 


Santa Barbara Doctors’ Office Building—A new ex- 
clusively doctors’ office building, to cost $90,000, is 
being promoted in Santa Barbara. It is proposed to 
locate the building away from the business section, 
and doctors are expected to be stockholders. 

The movement to locate doctors’ office buildings 
away from the congested downtown sections of cities 
appears to be growing. There is much to be said in 
favor of the movement and there are a few legitimate 
objections. It is to be hoped that doctors, planning to 
invest in the Santa Barbara or any other doctors’ office 
building, will see that adequate provision is made for 
a Satisfactory definition of “doctor,” as well as satis- 
factory assurance that the definition will be lived up 
to. Some good doctors have lost money in promo- 
tion schemes for “alleged” doctors’ buildings. 


Apartment-Hospitals—There is a sound thought be- 
hind the new movement for apartment-hospitals now 
being experimented with. Certain disqualifying chronic 
diseases, deformities and certain classes of obstetrical 
patients among families who cannot bear the legiti- 
mate costs of modern medicine may utilize the apart- 
ment-hospital. 

In these hospitals certain space is set aside for re- 
quired technical service. All other space is given over 
to regular, medium and smaller-sized apartments. 
When prolonged disqualifying illness comes to a fam- 
ily operating close to the base line between solvency 
and insolvency, the whole family moves into a hospital 
apartment. They continue to do what they can for 
themselves, the wage-earners continue to go to their 
work, while the patient has just such additional care 
as is necessary over and above what the family can 
give. Members of the family become apprentices, as 
it were, in nursing and otherwise serving the sick. 
Medical, nursing and other technical services are 
available within limits at the apartment-hospital. For 
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more highly skilled surgical and other services the 
patient may be placed temporarily in more fully 
equipped hospitals. . 

The Victoria Apartment-Hospital at 315 East 158th 
street, New York, was the first of these apartment- 
hospitals. 


Board of Osteopathic Examiners Makes Interest- 
ing Ruling—In a letter to C. B. Pinkham, secretary 
of the Board of Medical Examiners, Lester R. Daniels, 
secretary of the Board of Osteopathic Examiners, says: 

“Replying to your inquiries of March 8 regarding 
the cases of Frank E. Corwin and D. F. Hyder, will 
state that the board has very definitely ruled that an 
individual licensed on osteopathic credentials is not 
entitled to the suffix M. D., in spite of the fact that 
he may have legitimate medical credentials evidencing 
graduation from a college conferring the M. D. de- 
gree. Frank C. Corwin, however, has an osteopathic 
license only, and therefore is not entitled to hold 
himself out as a physician and surgeon. 

“As regards individuals who illegally hold them- 
selves out to practice osteopathy, the board is taking 
steps to prevent all such persons from thus misrepre- 
senting themselves before the public. Tasker was em- 
powered at the last board meeting to employ an in- 
spector for this purpose, and it is to be hoped that 
prosecution of individuals of this character may be 
successfully carried out.” 


Reflections on “Medical Economics”—T wenty topics 
are mentioned by Edward H. Ochsner of Chicago in 
a recent article on “The Medical Economic Situation,” 
says the Ohio State Journal of Medicine. 

These are: 1, Federal aid laws; 2, Single stand- 
ard for the practice of medicine: (a) Cults and cult- 
ists; (b) Quacks and quackery; 3, Medical inspection 
of school children; 4, Medical education: (a) Pre- 
medical; (b) Medical; (c) Interne; (d) Post-graduate; 
5, Nurses’ training; 6, Hospital and hospital manage- 
ment; 7, Group practice; 8, Medical charities; 9, State 
wards: (a) Penal; (b) Delinquent; (c) Insane; (d) 
Feeble-minded; (e) Blind; (f) Deaf; (g) Miscella- 
neous; 10, Venereal disease control; 11, Public health 
and sanitation; 12, Personal hygiene; 13, Periodic 
medical examination for all citizens; 14, The doctor’s 
investments; 15, The business side of the practice of 
medicine; 16, The claims of the chemical foundation; 
17, Narcotic drug control; 18, Lay control of medical 
affairs; 19, Compulsory health insurance, old age pen- 
sions, etc.; 20, State medicine. 

It would be easy to increase this list by some eight 
or ten more important economic problems facing the 
medical profession and calling loudly for remedies. 


Is This the Way it Should be Done?—The Bureau 
of Child Hygiene of the California State Board of 
Health and the State Department of Physical Educa- 
tion are conducting a month of physical examinations 
of children who are about to enter school. These ex- 
aminations will be conducted by qualified physicians, 
dentists and nurses, and will be “free of cost” regard- 
less of the patients’ ability to pay. 

They mean, of course, that the service will be “free 
of cost” to the patient. The costs will be paid for out 
of taxes and by the practicing physicians who give 
of their time and also help pay the taxes. This type 
of the practice of medicine is important for children 
and for all other persons, provided the examinatiors 
are well done by educated physicians; provided fur- 
ther, that accurate written records of all findings are 
made; provided further, that these records are placed 
in the hands of the patient or family for the informa- 
tion of the family physician; and provided further, 
that the patient and the family secure the remedial 
service they need. from competent sources. Other- 
wise, such examinations are an expensive luxury 
which produces motion but not progress. 


Chiropractors Protest Against Nurses Practicing 
Medicine—The California Chiropractic Society have 
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protested to San Francisco County Supervisors against 
school nurses practicing medicine by attempting diag- 
nosis of disease and ordering surgical operations. 

There is a grim sort of humor in a situation where 
one body of, for the most part, unlicensed practi- 
tioners of medicine protest against the competition 
of another unlicensed group. Neither of these groups 
is adequately educated or experienced to assume the 
serious responsibilities of life and death that both are 
being widely charged with assuming. 





Commercial Exhibits at the California Medical As- 
sociation Meeting in Los Angeles— The following 
advertisers carrying space in California and Western 
Medicine will have commercial exhibits at the annual 
session in Los Angeles: 

The Vitalait Laboratory, Pasadena, Calif. 

The Calso Company, 524 Gough street, San Fran- 
cisco. 

Horlick’s Malted Milk Co., Racine, Wis. 

The Medical Protective Company, Fort Wayne, Ind. 

Hanovia Chemical and Manufacturing Company. 

Scherer, Hospital Supplies, 728. South Flower street, 
Los Angeles. 

Abbott Drug Co., Chicago, IIl. 

Bush Electric Corporation, 334 Sutter street, San 

Francisco. 

Ralph Sweet, Medical Illustrating, 235 Grattan street, 

San Francisco. 

Parke-Davis, Detroit, Mich. 





A new Alleged Spokesman for the Regents of the 
University of California and the California Board of 
Education—The editorial in California and Western 
Medicine of February, dealing with the establishment 
of a course in “optometry” by the physics depart- 
ment of the university thas called forth many compli- 
ments, and it also drew fire from expected and antici- 
pated sources. The only feature of the comment that 
was not anticipated was that one class of optome- 
trists presumed to speak for the authorities of the 
university as well as for the board of education. 
This they do in an abstract of an editorial published 
in the April issue of “The Reflex,’ when they say: 

“The regents of the University of California 
and the State Board of Education have be- 
come aware of the constant and continued 
success that the optometrists are having in 
giving to the public that for which they have 
been especially trained—efficient ocular ser- 
vice. They have come at last to the realiza- 
tion that the really efficient method to ex- 
amine the eyes is without the use of drugs, 
and that only the optometrist is qualified by 
education and special examination to give 
that kind of an examination to the public.” 


The reaction of the university and the board of 
education to the statement of their presumably self- 
appointed spokesman will be awaited with some con- 
cern by all persons interested in the question of ade- 
quate education for all persons who treat the sick, 
including the correction of deformities of the eyes, 
toes, heart, or any other part of the body. 








Old Fractures of the Ankle—It is the belief of Emil 
S. Geist, Minneapolis (Journal A. M. A., March 22, 
1924), that it is absolutely necessary to make liberal 
use of the roentgen ray in the treatment of ankle 
fractures, both before and after so-called setting. It 
is necessary to recognize a type of backward fracture 
dislocation of the ankle. When fresh, it is easy to 
treat; when old, it is a bete noire. Correct alinement 
of the bones comprising the ankle-joint is necessary 
in order to prevent later disability. Thorough and 
efficient after-treatment by massage, hot-pack appli- 
cations, and active and passive motion are necessary. 
In these cases the Achilles tendon will shorten if it 
is not watched. In all ankle fractures, no matter of 
what type, the foot must be held at right angles with 
the leg. 
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Medical School News 





University of California (reported by L. S. Schmitt, 
acting dean)—Reserve Hospital Units—The advisory 
board of the Medical School has recommended to 
the faculty the organization of a general reserve hos- 
pital unit and a surgical reserve hospital unit. Upon 
approval by the faculty, the commanding officers for 
each unit will be designated and the surgeon-general 
of the army requested to give numbers to each unit. 

At the last meeting of the Association of Ameri- 


‘man Medical ‘Colleges, a motion was adopted to ap- 


point a commission to include representatives of the 
Council on Medical Education and Hospitals of the 
American Medical Association and the Committee 
on Education and Pedagogics of the Association of 
American Medical Colleges to carry out a thorough 
investigation as to what should be the essential re- 
quirements for the degree of Doctor of Medicine. 

At the same meeting a plan to establish examina- 
tions for admission to medical schools, similar to the 
plan now in vogue for admission to American uni- 
versities and colleges, was discussed. 

Ray Lyman Wilbur, president of Stanford Univer- 
sity, was elected president of the. Association of 
American Medical Colleges for the year 1924-25. 
L. S. Schmitt, acting dean of the University of Cali- 
fornia Medical School, was appointed a member of 
the Committee on Education and Pedagogics of the 
Association of American Medical Colleges. 





Stanford University School of Medicine (reported 
by William Ophuls, dean)—The 1924 Lane Lectures 
—The following is the final program of the Lane 
medical lectures to be delivered by Professor Ludwig 
Aschoff, Professor of Pathology of the University of 
Freiburg, Germany, at Lane Hall, Stanford Univer- 
sity Medical School, corner of Sacramento and Web- 
ster streets, San Francisco, for the year 1924, as re- 
ported by Dean William Ophuls: 

May 26, 1924, 8:15 p. m—Place of Origin of the 
Biliary Pigment. 

May 27, 1924, 8:15 p. m.—Atherosclerosis. 

_ May 28, 1924, 8:15 p. m—Ovulation and Menstrua- 
tion. 

May 29, 1924, 8:15 p. m—The Morphology and 
Function of the Adrenal Cortex. 

May 30, 1924, 8:15 p. m—Fatty Degeneration. 

The medical profession and students of medicine 
are cordially invited to attend these lectures. 

The subjects for this year’s lectures are all par- 
ticularly timely, and every physician ought to make 
an earnest effort to hear the subjects discussed by a 
truly great pathologist. 


Pneumonia Simulating Appendicitis in Children— 
The acute onset of pneumonia with few or no clini- 
cal symptoms may simulate acute appendicitis, espe- 
cially distention in children. Abdominal symptoms of 
pain, tenderness and rigidity may be present as in 
the cases cited by Paul A. White, Davenport, Iowa 
(Journal A. M. A., March 1, 1924). Difficulties in 
diagnosis are multiplied because of the tender age, 
lack of intelligence, or fear on the part of the pa- 
tients. A severe chill at the onset, temperature over 
102, and a leukocyte count near or over 20,000, should 
engender extreme caution and intensify efforts at 
differentiation. A careful urine examination should 
always be made. 


The “mother instinct,” helpful as it is, is not suffi- 
cient to cope with the responsibility which comes 
with motherhood. Children enter the world—little 
plastic creatures with so much natural force and for 
the rest blank, and life writes its own story on those 
blank pages—Medical Woman’s Journal, March 15, 
1924. 
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Local Anaesthesia Methods and Results in Abdomi- 
nal Surgery. By Hans Finsterer. Illustrated. 
New York: Rebman Company. 1923. 


Finsterer’s book is more than a mere exposition of 
methods of local anesthesia. It might perhaps better 
be entitled “Abdominal surgery under local anes- 
thesia.” 

The first hundred pages have to do with local and 
regional anesthesia in the abdomen; the remaining 
two hundred fifty treat of Finsterer’s methods of gas- 
tric, intestinal and gall-bladder surgery. 

The book contains much of value, although there 
are but few American surgeons who will entirely 
agree with the author’s practice. 

No doubt that splanchnic anesthesia greatly de- 
creases the risk of abdominal operations in weak and 
unresistant patients when the choice lies between re- 
gional anesthesia and ether or chloroform. Gas an- 
esthesia, however, which has come into such wide 
use in this country, and which almost entirely obvi- 
ates the dangers of ether or chloroform, is not con- 
sidered. One cannot help but feel that if gas were as 
much used in European clinics as it is here compli- 
cated injection methods would scarcely have reached 
the refinements and the development to which Fin- 
sterer has largely contributed. Finsterer’s methods 
used together with gas give an almost ideal abdomi- 
nal anesthesia—an anesthetic both of the pain-sense 
and of the psychic insult accompanying a major 
abdominal operation. 

The book will be of especial value to beginners in 
local anesthesia, for.it is quite true that the only way 
to perfect oneself in the methods of infiltration anes- 
thesia is to use them alone without the supplemen- 
tary aid of a general anesthetic. After one has mas- 
tered the technic, one may supplement the effects 
of novocain with gas; if the beginner immediately has 
recourse to gas or ether, he will never learn the im- 
perfections of his infiltration anesthesia. 

The book will be equally valuable to surgeons 
working in small hospitals without special anesthet- 
ists skilled in the use of gas. It is in the small hos- 
pital that pure infiltration methods will find their 
sphere of greatest usefulness. 

The controversial and rancorous tone of the work 
is regrettable. This sentence from the opening chap- 
ter is a sad commentary on Viennese surgery: 

“With the great number of surgeons in Vienna at 
the present time, it is certainly not necessary to state 
that the commercial side of such an important ques- 
tion is very much of a deciding factor, because we 
know that when a surgeon operates on all, even the 
minor cases, it is not in the interest of the patient, 
but principally in the financial interest of the operator 
himself.” 

The translation is lame, involved, full of Teutoni- 
cisms and Teutonic turns of phrase. The book is full 
of typographical errors. The errors should be cor- 
rected and the translation might well be revised in 
future editions. In spite of these faults, the work is of 
much interest and its methods of great value. L. E. 


Diseases of the Skin. By Richard L. Sutton. 5th ed 
1214 pages. Illustrated. St. Louis: C. V. Mosby 
Company. 1923. Price, $10. 

Richard L. Sutton’s fifth edition of Diseases of the 
Skin is a praiseworthy text-book, with many features 
which make of it one of the best. Perhaps best of 
all is its completeness. The many excellent illustra- 
tions are a second notable feature. 

The book is well printed and pleasing to read, and 
for reference it is not too large. It proves its worth 
in diagnosis. It is equally as helpful from a thera- 
peutic standpoint. 

Sutton’s book, I feel confident, will be found to 
fulfill any praise that may be given it. iD; CG. 
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BOOKS RECEIVED 


Applied Pathology in Diseases of the Nose, Throat, 
and Ear. By Joseph C. Beck, M. D., Associate Pro- 
fessor of Laryngology, Rhinology and Otology, Uni- 
versity of Illinois College of Medicine. With 268 
original illustrations, including four color plates. St. 
Louis: C. V. Mosby Co., 1923. 


The Beaumont Foundation Lectures, Subject: The 
Antidiabetic Functions of the Pancreas and the Suc- 
cessful Isolation of the Antidiabetic Hormone—In- 
sulin. By J. J. R. MacLeod, Professor of Physiology, 
University of Toronto, and F. G. Banting, Research 
Professor, University of Toronto. Series No. 2. Aus- 
pices of the Wayne County Medical Society, Detroit, 
ag 1923. Published by the C. V. Mosby Co., 
St. Louis. 


Methods in Medicine—The Manual of the Medical 
Service of George Dock, M. D., formerly Professor of 
Medicine, Washington University School of Medicine. 
By George R. Herrmann, M. D., Instructor in Medi- 
cine, University of Michigan; formerly Assistant in 
Medicine, Washington University. Illustrated. St. 
Louis: The C. V. Mosby Co., 1924. 


International Clinics, a Quarterly of Illustrated 
Clinical Lectures and Especially Prepared Original 
Articles. By leading members of the medical pro- 
fession throughout the world. Edited by Henry W. 
Cattell, M. D., Philadelphia, with the collaboration 
of fifteen physicians. Volume I, Thirty-fourth Series, 
1924. Philadelphia and London: J. B. Lippincott Co., 
1924, 


Diet for Children (and Adults) and the Kalorie 
Kids. By Lulu Hunt Peters, M. D., formerly Instruc- 
tor in Infant Feeding, Los Angeles County and Clara 
Barton Hospitals, Los Angeles Medical Department, 
University of California, Los Angeles; Pediatrician 
Los Angeles County Hospital. New York: Dodd, 
Mead & Co., 1924. 


National Health Series. Edited by the National 
Health Council, written by the leading health au- 
thorities of the country, and published by the Funk 
& Wagnalls Co. Price per volume, 30 cents. Com- 
plete set of twenty volumes (ready about May 1, 
1924), $6. The first five volumes have been received, 
and are as follows: 

Cancer—Nature, Diagnosis and Cure. By Francis 
Carter Wood, M. D., Director Institute for Cancer 
Research, Columbia University. 

Man and the Microbe—How Communicable Dis- 
eases are Controlled. By C.-E. A. Winslow, Dr. P. H., 
Professor of Public Health, Yale School of Medicine. 

Community Health—How to Obtain and Preserve 
It. By D. B. Armstrong, M.D., Sc. D., Executive 
Officer of the National Health Council. 

The Baby’s Health. By Richard A. Bolt, M. D., Gr. 
P. H., Director Medical Service, American Child 
Health Association. 

Personal Hygiene—The Rules for Right Living. By 
Allan J. McLaughlin, M. D., Surgeon United States 
Public Health Service. 








Rush Alumni Society Banquet (reported by W. H. 
Olds, secretary) —The Rush Alumni Society of South- 
ern ‘California held a banquet March 20, in honor of 
Arthur D. Bevan, Wilber Post, and Truman Brophy. 
The dinner was held at the Athletic Club. There 
were eighty members of the society present. Our 
old professors gave us some very good addresses 
regarding conditions as they now exist at Rush, and 
the plans for the future. We hope that more of the 
faculty will visit us before long. 
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NEW MEMBERS OF C. M. A. SINCE 
JANUARY 1, 1924 


Alameda County—Marie A. Heinatz, R. L. Rupert, 
E. V. Sheafe, John W. Sherrick, Sydney Kinnear 
Smith. 

Butte County—Mary W. Harris, William S. Lavy, 
Sydney V. West. 

Contra Costa County—J. Emmet Clark. 

Fresno County—Stephen M. Long. 

Humboldt County—Mathew J. Beistel, William W. 
Styles. 


Los Angeles County—John Waite Avery, Donald 
T. Babcock, Robert V. Baker, Frank S. Barnard, Har- 
old D. Barnard, Joseph J. Bellin; Milton G. E. Ben- 
nett, George L, Blanchard, Oliver Bourbon, Gilbert 
S. Bovard, Robert J. Brown, William Thomas Cain, 
Kenneth A. Crismon, C. D. Dickey, George A. Field- 
ing, Harry S. Fist, H. J. Friesen, C. E. Galloway, John 
P. Gilmer, R. Y. Glidden, Joseph Goldstein, L. K. 
Gundrum, Joseph M. Harris, L. L. Henniger, Ray A. 
Irvine, Z. Gorton Jones, Madison J. Keeney, Robert 
A. Kilduffe, Lawrence H. Kohlhase, Alonzo E. Mack, 
Rudolph Marx, Valentine M. Miller, F. Simon New- 
comb, J. M. Pearson, William G. Raber, Edward R. 
Remmen, Francis C. Renfrew, Clinton Roath, C. M. 
Rose, Carl F. Rusche, Harold A. Sanders, H. Guy 
Schooling, Gladys P. Shahovitch, O. F. Shipman, 
John W. Shuman, Leonard O. Sloane, Kenneth E. 
Smiley, Munford Smith, Edson H. Steele, George W. 
Stilson, Charles F. Swanson, Matsuta Takahashi, 
Henry M. Thompson, J. J. Tobinsky, C. E. Town- 
send, Ralph Van Vranken, Guiseppe Vercellini, Dean 
Waddell, Wade H. Walker, Herbert William Wall, 
Earl H. Welcome, Earl W. Wells, M. F. Weymann, 
W. G. Wheatley, Joseph E. Whitlow, J. B. Williams, 
Emil Windmueller, Harold R. Witherbee, Emanuel 
B. Woolfan. 

Marin County—C. W. Clark, Charles B. Marston. 

Merced County—Claude H. Church, Burt L. Doane. 

Napa County—Joseph J. France, Robert A. North- 
rup. 

Placer County—Orren L. Barton, Hugh G. Chis- 
holm, Fred Harrison, Cyril E. Lewis, Richard O. 
Schofield. 

Riverside County—H. A. Erickson, Erwin P. Miller. 

Sacramento County—Elvin O. Brown, George H. 
Sanderson. 

San Bernardino County—Lenore D. Campbell, Allen 
L. Haenszel, Velear L. Minehart, Hubert J. Smith, 
Philip J. Tunnell. 

San Diego County—Henry C. Babcock, Bernice M. 
Hazen, Francis C. Pache, Arthur J. Wilkinson. 

San Francisco County—William Lee Bender, Peter 
de Obarrio, Randolph G. Flood, John M. Graves, 
James H. Hall, Samuel Hanson, Willard E. Kay, 
Adolph A. Kutzmann, Eileen M. Leonard, John J. 
Loutzenheiser, J. Minton Meherin, Louis J. Oviedo, 
Victor Randolph, John J. Sampson, William E. Shea, 
Daniel W. Sooy, Ralph Soto-Hall, Gwendolyn Stew- 
art, Wilbur F. Swett, James Thom, Harold F. Un- 
singer, Mast Wolfsohn. 

San Joaquin County—A. Edward Dart, F. G. Maggs, 
J. J. Sippy. ’ 

an Mateo County—Theodore K. Miller, Clarence 
V. Thompson. 

Santa Barbara County—William Hammond Eaton, 
William R. Varick, Irving Wills. 

Santa Clara County—Arvid Bursell, George E. 
Hall, Merlin T. R. Maynard, A. T. Sunzeri. 

Santa Cruz County—P. K. Watters. 

Siskiyou County—Dayton H. Hornor. 

Sonoma County—Roscoe E. Hamlin, Kristine B. 
Johnstone, George W. Mallory, Clara Pratt Sparks. 

Stanislaus County—Ernest G. Allen, Albert E. Ju- 
lien, Eric A. Julien, Hiram Presler, Hugh E. Smith. 

Tulare County—Hugh W. Bell, William P. Bowen, 
W. F. Edmonds, James G. McClure, J. Tracy Melvin, 
Downing D. Nice, W. W. Tourtillot. 

‘ sponte County—Jens P. Jensen, Percy K. Tel- 
ord. 


. 
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Ventura County—Julio Bianchi, Benjamin L. Sae- 
ger, Carl E. Schultze. 

Yolo County—Thomas E. Cooper, James E. Har- 
binson. 

Yuba-Sutter County—F. B. Lawton. 





TRANSFERRED 


F. Lisle Horne, Placer County to Contra Costa 
County. 

Charles L. Ianne, Santa Clara County to Contra 
Costa County. 

W. A. Rowell, Shasta County to Contra Costa 
County. 

Mabel A. Geddes, Alameda County to Humboldt 
County. . 

R. Manning Clarke, Santa Barbara County to Los 
Angeles County. 

Burton E. Paul, San Francisco County to Los 
Angeles County. 

Irwin C. Sutton, Orange County to Los, Angeles 
County. 

Frank W. Yocom, San Francisco County to Mer- 
ced County. 

Henry W. Vollmer, San Bernardino County to 
Riverside County. 

Archibald A. Atkinson, Siskiyou County to Sacra- 
mento County. 

Walter F. Pritchard, Napa County to San Bernar- 
dino County. 

Gordon F. Helsley, Santa Barbara County to San 
Francisco County. 

Sidney J. Shipman, Placer County to San Francisco 
County. 

Ernest C. Griner, Mendocino County to San Joa- 
quin County. 

M. F. Frandy, Kern County to San Bernardino 
County. 

Henry G. Zanger, San Francisco County to Santa 
Clara County. 

Frederick W. Didier, Shasta County to Stanislaus 
County. 

Homer H. Beck, Siskiyou County to Tehama 
County. 





Too Much Specialization—The earnestness of pur- 
pose among advocates of special lines of health ac- 
tivities is deserving of great commendation, but the 
policy of conducting campaigns each dealing with 
some particular problem regardless of its relation to 
other similar problems is productive of confusion. 
National and State legislative bodies are asked for 
appropriations in behalf of special programs of work, 
and it is not unusual to find in the communities 
themselves several persons, each representing a dif- 
ferent health activity, vying with one another for 
local appropriations to carry on their work. 

The usual result of this state of affairs is that the 
advocates with the most active support, or with the 
most attractive and convincing method of presenta- 
tion, win the laurels. Few, if any, are given what 
they ask; and often the appropriations allowed, while 
making a fair-sized total, are so divided and appor- 
tioned that the results are far less than might be 
obtained from the expenditure of the same amount 
under a-systematic plan of work. 

The time is at hand when legislative bodies and 
the people themselves should thoroughly understand 
that no special line of health work can be complete 
in itself; that the whole problem of health and dis- 
ease is so inter-related and complex that it is impos- 
sible to make satisfactory progress along one line 
unless it is conducted in a definite and proper rela- 
tion with all others. ... 

An important part in the protection of the health 
of mothers and infants lies in the control of com- 
municable diseases, especially venereal diseases, the 
provision of safe water and milk supplies, adequate 
methods of sewage disposal, and a generally health- 
ful environment.—W. F. Draper, Journal A. M. A. 





+ Obituary 

























































WILLIAM MILLER STOVER 
1867-1924 


The medical profession of California suffered a 
severe loss in the death of William Miller Stover, 
which occurred on April 4, 1924, at his home in San 
Luis Obispo. 

Doctor Stover was born in New Hope, Virginia, on 

the 10th of February, 1867. He received his prelimi- 
nary education at the Augusta Military Academy of 
Fort Defiance, Virginia, and his degree of Doctor of 
Medicine was bestowed on him by the University of 
California in 1966, 
_ In 1898 he was married to Miss Anne E. Mitchell 
in the city of Watsonville, California. Mrs. Anne E. 
Stover and two children, Mrs. Virginia Stover Wil- 
ae and Beverly R. Stover, are left to mourn his 
oss, 

After graduation Stover began the practice of his 
profession in Gonzales, Soledad, and Paraiso Springs, 
all in Monterey County, California. In the fall of 
1900 he moved to San Luis Obispo, where he contin- 
ued to practice until his untimely death. He was a 
Fellow of the American Medical Association and a 
member of the Council of the California Medical 
Association. 


From the very beginning he showed an indomitable 
energy and love for his work that presaged the suc- 
cess that was his later in life. His work, medical 
and surgical, was of the very best and was his pride 
and joy. 

The fact that he was twice elected mayor, twice a 
member of the school board. once president of the 
Chamber of Commerce, and was always prominent in 
civic activities in his home city, was testimony that he 
was not just an ordinary doctor in his community. 

Doctor Stover had been ill for many months and 
had been advised that he must quit work and take care 
of himself. But to loaf was foreign to his nature. He 
did not quit. To serve had become a habit of his life 
and it may well be said that he forgot himself in serv- 
ice to others. 


What greater epitaph could man ask? 








Professor H. Finkelstein, Guest of the C. M. A.— 
H. Finkelstein, Professor of Children’s Diseases in the 
University of Berlin and Director of the Kinderkrank- 
haus, is to be a guest of the C. M.A. during the Los 
Angeles session. He is scheduled to speak to the Sec- 
tion on Pediatrics on May 15, and interested physicians 
are invited to be present. Finkelstein is widely known 
for his work on diseases of the digestive system in 
children and especially for his classification of the 
summer diarrheas. 
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EXAMINATION DATES OF THE NATIONAL 
BOARD OF MEDICAL EXAMINERS 

Part I—June 19, 20, 21, 1924. 

Part II—June 20, 21, 1924. 

All applications for these examinations must be 
made on or before May 15, 1924. 

Further information may be obtained from the 
secretary, J. S. Rodman, 1310 Medical Arts Building, 
Philadelphia, Pa. 


The Botany of Southwest Texas, With Reference 
to Hay-fever and Asthma—The article by I. S. Kahn, 
San Antonio, Texas (Journal A. M. A., March 15, 
1924), is the result of a year’s study of glycerin 
pollen plates exposed twenty-four hours, later stained 
with compound solution of iodin, and examined twice 
each week. The plates were exposed in both the resi- 
dence and business districts of San Antonio; in addi- 
tion, a number of plates have been studied from 
Houston, Dallas, Corpus Christi and smaller cities 
nearer San Antonio. The actual field botany work 
and identification of specimens were done in connec- 
tion with Miss Ellen Schulz, professor of botany in 
the San Antonio high schools, and Mr. Wallace 
Butler of the local United States Agricultural Experi- 
mental Station. 


DEATHS 


Burchard, Edwy Adelbert. Died at Lodi, March 
31, 1924, age 75. Graduate of the University of 
Wooster Medical Department, Cleveland, Ohio, 1877. 
Licensed in California, 1881. He was a member of 
the San Joaquin County Medical Society, the Cali- 
fornia Medical Association, and a Fellow of the 
American Medical Association. 


Butler, Fletcher Asbury. Died at San Diego, 
March 21, 1924, age 70. Graduate of Louisville Medi- 
cal College, 1879, and of the Tulane University of 
Louisiana School of Medicine, New Orleans, 1881. 
Licensed in California, 1881. He was a member of 
the San Diego County Medical Society, the Califor- 
nia Medical Association, and a Fellow of the Ameri- 
can Medical Association. 


Hennessey, Edwin Zac. Died at Napa, April 3, 
1924, age 60. Graduate of the Medical College of 
Indiana, Indianapolis, 1884. Licensed in California 
in 1886. He was a member of the Napa County Medi- 
cal Society, the California Medical Association, and 
a Fellow of the American Medical Association. 


O’Reilly, Thomas William. Died at Los Angeles, 
March 19, 1924, age 55. Graduate of Jefferson Medi- 
cal College of Philadelphia, 1892. Licensed in. Cali- 
fornia, 1906. He was a member of the Los Angeles 
County Medical Society, the California Medical As- 
sociation, and a Fellow of the American Medical 
Association. 


Smith, Samuel F. Died at Bakersfield, April 4, 
1924, age 59. Graduate of the University of Southern 
California College of Medicine, Los Angeles, 1895. 
He was a member of Kern County Medical Society, 
the California Medical Association, and a Fellow of 
the American Medical Association. 


Squire, Herbert A. Died at Los Angeles, March 
16, 1924, age 64. Graduate of the New York Univer- 
sity Medical College, 1886. Licensed in California, 
1901. He was a member of the Los Angeles County 
Medical Society, the California Medical Association, 
and a Fellow of the American Medical Association. 

Stover, William Miller. Died at San Luis Obispo, 
April 4, 1924, age 57. Graduate of the University of 
California Medical School, San Francisco, 1896. 
Licensed in California, 1897. He was a member of 
the San Luis Obispo County Medical Society, the 
California Medical Association, and a Fellow of the 
American Medical Association. 

















